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Abstract
Transition to Specialty Practice Programs (TSPPs) in emergency 
nursing provide structured orientation, education and clinical support to 
novice emergency nurses. Emergency nursing TSPPs have been 
growing in number both in Australia and internationally since the early 
2000s, as a means to improve recruitment, preparation and retention of 
emergency nurses. In Australia, TSPPs have developed in an ad hoc 
manner, and as a result there is variability in the characteristics and 
design of these programs.  Variability in the preparation of emergency 
nurses raises patient safety issues, limits the mobility of the emergency 
nursing workforce, and restricts application of recognition of prior 
learning, limiting articulation to higher degrees in emergency nursing. 
The aim of this mixed methods study was to examine, for the first 
time, the prevalence, design, characteristics and functions of 
emergency nursing TSPPs in Australia; and apply these findings to 
inform development of a framework for future emergency nursing 
TSPPs. An explanatory sequential design was used. In Phase One, 
data relating to emergency department (ED) structure were collected 
via a survey of ED Nurse Unit Managers (n = 101), and data relating to 
TSPP processes, including characteristics and design were collected  
via a survey of ED Nurse Educators (n = 111) and analysis of 
curriculum documents (n = 5). These resulted in a complete set of data 
for 118 EDs. In Phase Two, ED Nurse Unit Managers (n = 6) and Nurse 
Educators (n = 7) were interviewed to address the gaps arising from the 
vdata collected in Phase One, and to examine the functions of 
emergency nursing TSPPs. 
TSPPs were offered in almost three quarters of the EDs studied 
(n = 80, 72.1%). Most TSPPs had one or two intakes of three to eight 
participants per year. Participants were provided with clinical 
preparation time (Mdn = 18 days, IQR 9-27 days) including orientation 
days, study days, supernumerary shifts and clinical support shifts, 
which provided opportunities for them to participate in patient care, 
without having complete responsibility for a patient load. Study days 
and self-directed workbooks were commonly used to deliver content, 
and similar content was delivered across TSPPs. The median duration 
of TSPPs was 12 months (IQR 5-12 months), however TSPPs that 
were of six months duration had better professional development 
outcomes. EDs with TSPPs had a higher percentage of nurses with a 
relevant postgraduate qualification than EDs without TSPPs (Mdn = 
28.3% vs Mdn = 22.1%, exact p = 0.45), and there were significantly 
more CNS staff employed in EDs with TSPPs (Mdn = 16.4%) than EDs 
without TSPPs (Mdn = 6.3%, exact p = 0.04). 
The findings of this study showed that the design, structure and 
characteristics within TSPPs facilitated the recruitment, retention, and 
professional development of participants. While the aims of TSPPs 
were similar, there was variability in the structure and features of 
TSPPs in Australian EDs, and subsequently in participant outcomes. 
vi
The development of a national framework to support emergency 
nursing TSPP development is a major step towards consistency and 
quality in the delivery of TSPPs and preparation of novice ED nurses. 
The TSPP (Emergency Nursing) Framework was developed 
based on the findings of this study  and  underpinned by three key 
practice standards: the College of Emergency Nursing Australasia 
Practice Standards for the Emergency Nursing Specialist (2013); the 
National Competency Standards for the Registered Nurse (Australian 
Nursing and Midwifery Council, 2006); and the National Safety and 
Quality Health Service Standards (Australian Commission on Safety 
and Quality in Health Care, 2011). The TSPP (Emergency Nursing) 
Framework recommends  a six month emergency nursing TSPP, which 
encompasses various teaching modalities, including simulation, tutorials, 
and self-directed work, to meet the varied learning needs of participants. 
The TSPP (Emergency Nursing) Framework includes three orientation 
days, two supernumerary shifts, and a minimum of five clinical support 
shifts. Participants are expected to be able to provide safe, evidence-
based care to patients with moderate illness or injury by completion of 
the TSPP (Emergency Nursing). In addition, the  TSPP (Emergency 
Nursing) Framework was designed to formally articulate to 
postgraduate emergency nursing studies, and was therefore developed 
to meet Level 8 of the Australian Qualification Framework (Australian 
Qualifications Framework Council, 2013).  
vii 
TSPPs serve an important function in the recruitment, 
preparation and retention of Australian emergency nurses. The 
introduction of a standardised approach to the delivery and evaluation 
of TSPPs will improve the consistency and quality in the delivery of 
TSPPs and preparation of novice ED nurses. 

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1Glossary
Attrition 
Nurse attrition is measured by dividing the number of nurses who 
left an ED in the twelve-months preceding data collection, by the total 
number of nurses on the roster in the same time period, multiplied by 
100  (Buykx, Humphreys, Wakerman, & Pashen, 2010; O'Brien-Pallas, 
Murphy, Shamian, Li, & Hayes, 2010).  
Characteristics of Transition to Specialty Practice Programs 
In this study, TSPP characteristics included the number of 
participants per intake, the modes of learning within the TSPP, and the 
types of support within the TSPP, for example the provision of 
supernumerary time. 
Clinical Nurse Educator (CNE) 
A Clinical Nurse Educator (CNE) is a Registered Nurse who 
plans, facilitates and evaluates nursing education and professional 
development programs within the hospital setting to support the 
educational needs of nurses (Conway & Elwin, 2007; Sayers & 
DiGiacomo, 2010; Sayers, DiGiacomo, & Davidson, 2011). 
2Clinical Nurse Specialist (CNS) 
Owing to variations in state industrial relations agreements, the 
term ‘Clinical Nurse Specialist’ (CNS) has been used to describe both 
CNS and Clinical Nurse Consultant staff. An emergency CNS is a 
Registered Nurse with a high degree of knowledge, skill, and clinical 
decision-making in emergency nursing. Emergency CNS’ have at least 
two years of emergency nursing experience, and have completed 
postgraduate study in emergency nursing or critical care, or have a 
minimum of four years post-registration nursing experience, including 
three years of experience in the emergency department (New South 
Wales Health, 2011; Victorian Hospitals' Industrial Association, 2012).  
Clinical Preparation Time 
The term ‘clinical preparation time’ arose in this study during 
analysis of the Phase One data related to orientation days, 
supernumerary shifts and clinical support shifts. The term clinical 
preparation time included the days of orientation, and the number of 
supernumerary and clinical support shifts provided to transition to 
specialty practice program participants.  
Clinical Progression 
Clinical progression is the advancement of nurses within the 
emergency department from an area of lower patient acuity, to an area 
of higher patient acuity. Nurses will progress from caring for patients 
3with minor illness or injury, to patients with moderate illness or injury, 
then to patients with critical illness or injury. 
Clinical Support 
Clinical support shifts are supervised practice shifts wherein the 
Transition to Specialty Practice Program participant is responsible for a 
clinical patient load, but has an experienced emergency nurse or nurse 
educator working alongside them in a supernumerary capacity, to 
provide guidance and support.
Combined Teaching Modalities 
The delivery of information using a combination of teaching 
modalities including: lectures; tutorials; self-directed workbooks; or 
simulation. 
Continuing Educational Support 
Continuing educational support describes the provision of 
educational activities which further develop the knowledge or skills of 
the emergency nurse. Continuing educational support should be offered 
to nurses of all experience and qualification levels.
Critical illness / injury clinical level 
The third level of clinical progression for emergency nurses. 
Patients with critical illness or injury require considerable nursing 
resources; require invasive investigations / interventions (for example 
4endotracheal intubation; central venous access). They have multiple 
system issues in a patient with one or more comorbidities and a high 
likelihood of life-threatening clinical deterioration. The nursing care 
required has a high level of decision-making complexity and decisions 
carry a high level of risk. Examples of patients with critical illness or 
injury include patients with cardiac arrest, major trauma. These patients 
are usually cared for in the resuscitation cubicles. 
Design of TSPPs 
TSPP design includes the TSPP aims, the educational 
framework underpinning the TSPP, and the TSPP duration. 
Emergency department (ED)
An emergency department is ‘a dedicated area in a 
hospital that is organised and administered to provide a high 
standard of emergency care to those in the community who 
perceive the need for or are in need of acute or urgent care 
including hospital admission’ (Australasian College for 
Emergency Medicine, 2009, p.2). 
Enterprise Bargaining Agreement (EBA) 
An enterprise bargaining agreement is an industrial relations 
agreement under which workplace conditions and wages are specified. 
Each Australian state and territory has a discrete nursing EBA. 
5Full time equivalent (FTE)  
In this thesis, ‘full time equivalent’ describes the number of hours 
a nurse is rostered to work per fortnight, in a way that makes workloads 
comparable. The number of rostered hours per individual in a given 
period, are divided by the total number of hours of a full-time employee 
for that period. For example, an FTE of 1.0 reflects a person who works 
full-time, while an FTE of 0.5 reflects a person who works half-time. 
Large metropolitan ED peer group 
One of five hospital peer groups, the large metropolitan ED peer 
group includes metropolitan hospitals that treat more than 10,000 acute 
patient presentations per annum (Australian Institute of Health and 
Welfare, 2013).
Large regional and remote ED peer group 
One of five hospital peer groups, the large regional and remote 
ED peer group includes regional acute hospitals that treat more than 
8,000 acute patient presentations per annum, and remote hospitals 
treating more than 5,000 acute patient presentations per annum 
(Australian Institute of Health and Welfare, 2013).
Medium ED peer group 
One of five hospital peer groups, the medium ED peer group 
includes metropolitan and rural acute hospitals that treat between 2,000 
6and 8,000 acute patient presentations per annum (Australian Institute of 
Health and Welfare, 2013). 
Minor illness / injury clinical level 
The first level of clinical progression for emergency nurses. 
Patients with minor illness or injury generally require few nursing 
resources; require few and non-invasive investigations / interventions 
(for example, urine testing, x-ray); have single system issues, with no or 
one comorbidity; and have a low likelihood of life threatening clinical 
deterioration. The emergency nursing care required generally has a low 
level of complexity of decision-making and decisions carry a low level of 
risk. Examples of patients with minor illness or injury include patients 
with soft tissue injury, flu-like illness. This patient cohort is usually cared 
for in the ‘general cubicles’ or ‘fast-track’ area in the ED. 
Moderate illness / injury clinical level 
The second level of clinical progression for emergency nurses. 
Patients with moderate illness or injury: require moderate nursing 
resources; require numerous but non-invasive investigations / 
interventions (for example, ECG, pathology testing). They may have 
single or multiple system issue in a patient with one or more 
comorbidities; risk of life-threatening clinical deterioration; nursing care 
required has a moderate level of complexity of decision-making and 
decisions carry a moderate level of risk. Examples of patients with 
moderate illness or injury include patients with abdominal pain, chest 
7pain, shortness of breath. These patients are often cared for in the 
‘monitored cubicles’ in the ED. 
Novice emergency nurse 
A Registered Nurse with little or no emergency nursing 
experience may include recently graduated Registered Nurses, and 
nurses with several years of nursing experience outside the emergency 
department.  
Nurse Educator 
An emergency Nurse Educator is a Registered Nurse 
responsible for delivering education to nurses in an ED (Conway & 
Elwin, 2007; Sayers et al., 2011). The emergency Nurse Educator may 
be employed in a supernumerary capacity, or may also have patient 
care responsibilities. 
Nurse Unit Manager 
The ED Nurse Unit Manager is responsible for the daily 
management of the ED, including nurse staffing and meeting key 
performance indicators. 
Orientation days 
Orientation days are defined as those first days of employment 
typically spent introducing nurses to the layout, functions, policies and 
protocols, staff and paperwork in the emergency department. 
8Peer group 
The term ‘peer group’ describes a cluster of hospitals which have 
broadly similar features in terms of their range of admitted patient 
activities and regional location (Australian Institute of Health and 
Welfare, 2013). In this thesis, peer groups have been used to group and 
analyse the data to facilitate reporting of aggregate data and enable 
comparisons to be made.   
Post-registration nursing experience 
Post-registration nursing experience was defined as the nursing 
experience attained after completion of a Bachelor of Nursing and 
registration with the Australian Health Practitioner Agency and Nursing 
and Midwifery Board of Australia. 
Principal referral ED peer group 
One of five hospital peer groups, the principal referral ED peer 
group includes metropolitan hospitals that treat more than 20,000 acute 
patient presentations per annum and rural hospitals that treat more than 
16,000 acute patient presentations per annum (Australian Institute of 
Health and Welfare, 2013). 
9Recruitment 
Recruitment is defined as the number of nurses employed into 
an emergency department in the twelve months preceding data 
collection.  
Relevant postgraduate qualification 
A range of postgraduate qualifications in emergency nursing are 
available in Australia, including a Graduate Certificate in Emergency 
Nursing, Graduate Diploma in Emergency Nursing, or Master of 
Emergency Nursing.  For the purpose of this study, a relevant 
postgraduate qualification is defined as a graduate certificate or higher 
level of qualification in emergency nursing or critical care.  A Graduate 
Certificate in Emergency Nursing typically involves advanced levels of 
emergency nursing practice in the clinical setting, combined with 
academic study and assessment, and takes 12 months to complete. 
Retention 
Retention refers to the length of time between commencement 
and termination of employment of a single employee (J. Humphreys, 
Wakerman, Pashen, & Buykx, 2009). 
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Small rural and remote peer group 
One of five hospital peer groups, the small rural and remote ED 
peer group includes small rural acute hospitals that treat less than 
2,000 acute patient presentations per annum, and remote hospitals that 
treat less than 5,000 acute patient presentations per annum (Australian 
Institute of Health and Welfare, 2013).
State 
The term ‘state’ is used to describe all eight Australian states and 
territories, and includes: the Australian Capital Territory; New South 
Wales; Northern Territory; Queensland; South Australia; Tasmania; 
Victoria; and Western Australia.
Supernumerary shifts 
Supernumerary shifts are defined as time spent observing and 
participating in patient care provision in the clinical setting, without the 
allocation of a patient load. Nurses who are supernumerary are 
additional to the clinical workforce (Allan & Smith, 2009; McGowan & 
McCormack, 2003).  
Transition to Specialty Practice Program (TSPP) 
Transition to specialty practice programs are a ‘formal program 
of education and clinical support designed to facilitate the transition’ of 
nurses to a specialty unit (Boyle et al., 2008, p.194). 
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Treatment Spaces 
Treatment spaces include any space within the ED which had a 
nurse allocated to provide patient care. This included resuscitation bays, 
cubicles with trolleys, chairs and procedure rooms such as those used 
for plastering and suturing.  

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CHAPTERONE–THERESEARCHPROBLEM
1.1  Introduction  
The scope of emergency nursing is both broad and specialised 
(Emergency Nurses Association, 2010).  Patients presenting to 
emergency departments (EDs) are an undiagnosed population, and as 
such are considered ‘unstable’. Emergency nurses must be able to 
apply their knowledge and skills to care for patients of all ages and 
populations, with a diversity of illness or injury states. The provision of 
quality emergency nursing care requires an expansive knowledge of 
body systems, disease processes, age groups, specialty populations, 
health promotion and patient education (Lyneham & Morphet, 2014). 
Advances in technology have resulted in emergency nurses providing 
advanced interventions such as mechanical ventilation on a regular 
basis (Duffield, Conlon, Kelly, Catling-Paull, & Stasa, 2010), as acutely 
unwell patients wait for transfer to an intensive care bed.   
The demand for public sector emergency care is increasing. EDs 
are the entry point for 40% of hospital admissions (Victorian 
Department of Health, 2011), and there were 7.7 million presentations 
to Australian public EDs in 2010-2011 (Australian Institute of Health and 
Welfare, [AIHW], 2012), placing pressure on emergency department 
(ED) staff. There are many features which contribute to the increased 
demand on Australian EDs including: population growth (Australian 
Bureau of Statistics [ABS], 1983, 2008; New South Wales [NSW] Health, 
2007); an ageing population (Joint Commission on Accreditation of 
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Healthcare Organisations, 2002; NSW Health, 2007; Productivity 
Commission, 2005); increasing morbidity (NSW Health, 2007; 
Productivity Commission, 2005); and advances in science and 
technology resulting in many formerly terminal illnesses now taking on a 
chronic nature (Joint Commission on Accreditation of Healthcare 
Organisations, 2002; Simoens, Villeneuve, & Hurst, 2005). A lack of 
available health care in the community, including limited General 
Practitioner services and increasing costs associated with General 
Practitioner visits, also contribute to the increased demand on EDs, with 
many people preferring EDs as a way to access fast free health care 
(NSW Health, 2007).  Given the ageing population and increase in 
chronic illness, demand on EDs is expected to continue to grow (NSW 
Health, 2007; Productivity Commission, 2005), subsequently increasing 
the workload for emergency nurses.     
The increasing demand on ED services has resulted in ED 
overcrowding, a state in which ED function is impeded by the number of 
patients waiting for treatment in, or transfer from, the ED, which 
exceeds the physical or staffing capacity of the ED (Australasian 
College for Emergency Medicine [ACEM], 2009). ED overcrowding has 
negative implications for patient outcomes, including: increased 
medication errors (Kulstad, Sikka, Sweis, Kelley, & Rzechula, 2010); 
delays in treatment of acute myocardial infarction (Kulstad & Kelley, 
2009; Schull, Vermeulen, Slaughter, Morrison, & Daly, 2004); failure to 
administer antibiotics within four hours (Fee, Weber, Maak, & Bacchetti, 
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2007; Pines, Localio, et al., 2007); and delays to initiation of effective 
asthma management (Sills, Fairclough, Ranade, & Kahn, 2011). 
Overcrowding has also been reported to result in a 30 per cent increase 
in mortality (Richardson, 2006; Sprivulis, Da Silva, Jacobs, Frazer, & 
Jelinek, 2006). Finally, ED overcrowding has led to the perception 
among patients, nurses and medical staff that ED care has been 
compromised (Pines, Garson, et al., 2007). Such perceptions are likely 
to lead to job dissatisfaction and reduced retention of emergency 
nurses.  
Several strategies have been introduced in Australia to address 
ED overcrowding. One strategy was the introduction of the National 
Emergency Access Target (NEAT) in 2010. The NEAT requires that 90 
per cent of patients presenting to Australian EDs be reviewed and 
depart the ED, either via hospital admission, transfer, or discharge, 
within four hours of arrival (Department of Health and Ageing, 2012). 
The NEAT was intended to drive hospital wide improvements in patient 
flow, allowing better patient movement within the ED. The NEAT was 
modelled on the United Kingdom’s (UK) National Health Service Plan, a 
scheme launched in 2000 whereby 98 per cent of patients presenting to 
ED were required to be either admitted or discharged within four hours 
of arrival (Department of Health [United Kingdom], 2001). However, it 
has been reported that much of the burden to meet the four-hour target 
was placed on the clinical staff, particularly the nurses (Mortimore & 
Cooper, 2007). It is not surprising then, that nurses working in UK EDs 
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reported increased workloads following the introduction of the four-hour 
rule (Mortimore & Cooper, 2007).    
Another strategy which was introduced to address ED 
overcrowding has been to increase the scope of practice for emergency 
nurses. Emergency nurses in many EDs are able to initiate pain relief, 
pathology and x-rays, as soon as the patient arrives to the ED. This 
expedites patient care by enabling results to be available when the 
patient is assessed by a medical officer. Nurse initiated analgesia, 
pathology testing, and ordering x-rays at triage have been shown to 
reduce patient length of ED stay (Blank, Santoro, Maynard, Provost, & 
Keyes, 2007; Bowman & Gerdtz, 2006; Fry, 2001; Kocher, Meurer, 
Desmond, & Nallamothu, 2012; Tambimuttu, Hawley, & Marshall, 2002). 
However, expanding the scope of nursing practice adds significantly to 
emergency nurses’ workload and requisite skill set (Crawford et al., in 
press). 
In emergency nursing, given patients’ lack of diagnosis and 
instability, specialised assessment, intervention and re-evaluation are 
vital to patient management, and nurses must have the knowledge and 
skill to carry out these activities. Novice nurses are often under-
prepared for emergency nursing (Heath, 2002).  To facilitate the 
provision of safe, effective care to ED patients, emergency nursing care 
is usually divided according to severity of patient illness, with the least 
experienced emergency nurses caring for the least complex patients, 
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and the most experienced emergency nurses caring for the patients 
with the highest complexity and acuity. The movement of nurses from 
one level of patient acuity to another is known as clinical progression. 
Clinical progression is an important milestone, which reflects the 
professional development of emergency nurses. As shown in Figure 1.1, 
this follows a hierarchy of patient acuity.  
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Figure 1.1 The process of clinical progression for emergency nurses  
Minorillness/injury
(Generalcubicles/fast
track)
Lowestpatientacuity
Moderateillness/
injury
(Monitoredcubicles)
Patientswith
increasedcomplexity
Criticalillness/injury
(Resuscitation
cubicles)
Complexpatients
Triage
Assessandprioritise
allpatientspresenting
totheED
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Novice emergency nurses will first be allocated patients with 
minor illness or injury. Patients with minor illness or injury are usually 
cared for in the ‘general cubicles’ in the ED. This patient cohort 
generally require few nursing resources; require few and non-invasive 
investigations / interventions (for example, urine testing, x-ray); have 
single system issues, with no or one comorbidity; and have a low 
likelihood of life threatening clinical deterioration. The emergency 
nursing care required generally has a lower level of complexity of 
decision-making and decisions carry a low level of risk. Examples of 
patients with minor illness or injury include patients with soft tissue 
injury and flu-like illness. 
When the emergency nurse can independently manage patients 
with minor illness or injury, they will be allocated patients with moderate 
illness or injury. These patients have increasing complexity, and are 
often cared for in the ‘monitored cubicles’ in the ED. Patients with a 
moderate illness or injury require moderate nursing resources and 
numerous but non-invasive investigations / interventions (for example, 
electrocardiograph [ECG], pathology testing). They may have single or 
multiple system issues, with one or more comorbidities; and have risk of 
life-threatening clinical deterioration. The nursing care required for 
patients with moderate illness or injury has a moderate level of 
complexity of decision-making and decisions carry a moderate level of 
risk. Examples of patients with moderate illness or injury include 
patients with abdominal pain, chest pain and shortness of breath. 
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When the emergency nurse can independently manage patients 
with moderate illness or injury, they will be allocated patients with 
critical illness or injury. These patients are usually cared for in the 
resuscitation cubicles. Patients with critical illness or injury require 
considerable nursing resources and invasive investigations / 
interventions (for example endotracheal intubation; central venous 
access). They have multiple system issues in a patient with one or more 
comorbidities and a have a high likelihood of life-threatening clinical 
deterioration. The nursing care required for patients with critical illness 
or injury involves a high level of decision-making complexity and 
decisions carry a high level of risk. Examples of patients with critical 
illness or injury include patients with cardiac arrest and major trauma. 
Finally, once the emergency nurse can independently manage patients 
with critical illness or injury, they will progress to triage, where all 
patients presenting to the ED are assessed, and care prioritised. 
The expertise required of emergency nurses has led many 
leaders in health care to recommend that postgraduate education in 
emergency nursing should be a requirement of emergency nurses 
(ACEM, 2009; College of Emergency Nursing Australasia, 2008; 
Department of Human Services, 2005). Despite these 
recommendations, a recent report indicated that only 20.5 per cent of 
RNs working in EDs held a relevant postgraduate qualification (AIHW, 
2009).  
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There are several reasons for the shortage of qualified, 
experienced emergency nurses. The most obvious of these is the 
national and international shortage of nurses (Health Workforce 
Australia, 2012). Compounding the global nursing shortage, emergency 
nurses are at a higher risk of burnout than nurses in other fields 
(Browning, Ryan, Thomas, Greenberg, & Rolniak, 2007; Hooper, Craig, 
Janvrin, Wetsel, & Reimels, 2010), and this is likely a result of high 
emergency nursing workloads (Lyneham, Cloughessy, & Martin, 2008). 
An increasing preference of nurses to work part-time (Australian Health 
Workforce Advisory Committee, 2004; Productivity Commission, 2005), 
the ageing nursing workforce (AIHW, 2010b; Preston, 2009), and 
violence in the ED (Camerino, Estryn-Behar, Conway, van Der Heijden, 
& Hasselhorn, 2008; Farrell & Bobrowski, 2003; Lau, Magarey, & 
McCutcheon, 2004; Lyneham, 2000; O'Connell, Young, Brooks, 
Hutchings, & Lofthouse, 2000) all contribute to reduced retention of 
emergency nurses.  
ED overcrowding and increased scope of practice also contribute 
to a heavy workload for emergency nurses, nursing staff burnout, and 
greater nursing attrition. As a result, some authors indicate that 
emergency nurses are more challenging to recruit and retain than other 
hospital nurses (Chang, Hancock, Johnson, Daly, & Jackson, 2005; 
Duffield & O'Brien-Pallas, 2003; Heath, 2002). The limited pool of 
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nurses with an emergency qualification further compounds recruitment 
challenges. 
1.2  Transition to Specialty Practice Programs 
The discussion so far has highlighted the special knowledge and 
skills required by emergency nurses in order to ensure effective delivery 
of emergency care, and the challenges associated with recruitment and 
retention of experienced emergency nurses. As a result of workforce 
shortages, many EDs have employed novice emergency nurses to fill 
staffing deficits. In the context of this study, novice emergency nurses 
are defined as RNs with little or no emergency nursing experience. 
They may have recently registered with the Australian Health 
Practitioner Regulation Agency following graduation from a Bachelor of 
Nursing, or have many years of nursing experience in other settings. 
High numbers of novice emergency nurses in the ED may 
exponentially increase the potential for error, and reduce patient safety 
and the quality of care (Aiken, Clarke, Cheung, Sloane, & Silber, 2003; 
Aiken, Clarke, Sloane, Sochalski, & Silber, 2002; Buchan & Calman, 
2004; Duffield & O'Brien-Pallas, 2003; Estabrooks, Midodzi, Cummings, 
Ricker, & Giovannetti, 2005; Tourangeau et al., 2006). To ensure the 
provision of safe and effective patient care (Boyle et al., 2006), and 
improve emergency nurse recruitment and retention, Transition to 
Specialty Practice Programs (TSPPs) have been introduced nationally 
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and internationally since the late 1990s and early 2000s (Morphet, 
Considine, & McKenna, 2011).  
TSPPs have been defined as a ‘formal program of education and 
clinical support designed to facilitate the transition’ of nurses to a 
specialty unit (Boyle et al., 2008, p.194). TSPPs combine incentives 
such as extended orientation, theoretical preparation, extended  
supernumerary time, high levels of clinical support and ongoing 
professional development opportunities, to enable novice nurses to 
achieve their workforce goals (Boyle et al., 2008; Morphet et al., 2011). 
Typically, emergency nursing TSPPs target novice nurses who are only 
one or two years post-registration (that is, one to two years of 
experience following completion of a Bachelor of Nursing and 
registration with the Australian Health Practitioner Regulation Agency), 
or experienced nurses wishing to make a career change and move into 
emergency nursing (Morphet et al., 2011).   
1.3  Research aims  
The two aims of this study were;  
i) to examine the design, characteristics and functions of 
emergency nursing TSPPs within Australian public hospital EDs, 
ii) to develop a framework for the future development of emergency 
nursing TSPPs in Australia.  
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Three major research questions were addressed in this study:  
Phase One 
i) What is the prevalence of emergency nursing TSPPs in 
Australia? 
Conference abstracts (Aitchison, 2007; Anderson, Elder, 
Hutchinson, Thorncraft, & Tighe, 2010; Griffiths & Major, 2009; S. 
Humphreys, Dix, & Alexander, 2007; Ogborne, Chapman, & Combs, 
2009) and government reports (New South Wales Health, 2008) 
indicated that emergency nursing TSPPs were offered in several 
Australian EDs. However there was no record of just how widely 
emergency nursing TSPPs were offered. The first step in describing 
Australian emergency nursing TSPPs was to identify how widely they 
were offered. 
ii) What are the characteristics and design of emergency 
nursing TSPPs in Australia? 
Examination of emergency nursing TSPP design includes the 
TSPP aims, the educational framework underpinning the TSPP, and the 
TSPP duration. The TSPP characteristics include the number of 
participants per intake, the modes of learning within the TSPP (for 
example didactic or self-directed), and the types of support within the 
TSPP, for example the provision of supernumerary time. Australian 
emergency nursing TSPPs developed in an ad hoc manner to meet the 
needs of each ED. Most published reports did not describe the TSPP 
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design and characteristics, and the ad hoc development implied that 
variations may have existed between emergency nursing TSPPs. To 
develop a national framework for emergency nursing TSPPs, it was 
important first to identify what was already being provided within 
emergency nursing TSPPs. 
Phase Two 
iii) What are the functions of emergency nursing TSPPs in 
Australia? 
The international literature indicates that some emergency 
nursing TSPPs were introduced to address the nursing shortage (Alban, 
Coburn, & May, 1999; Betts, 2003; Considine & Hood, 2004; Kidd & 
Sturt, 1995; Loiseau, Kitchen, & Edgar, 2003; Morphet, McKenna, & 
Considine, 2008). Single site studies have reported that emergency 
nursing TSPPs increased nursing recruitment (Alban et al., 1999; Betts, 
2003; Considine & Hood, 2004; Gurney, 2002; Jarman & Newcombe, 
2010; Kidd & Sturt, 1995; Kingsnorth-Hinrichs, 2009; Loiseau et al., 
2003; Morphet et al., 2008; Patterson, Bayley, Burnell, & Rhoads, 2010; 
Sweeney, 2010), improved nursing retention (Betts, 2003; Considine & 
Hood, 2004; Gurney, 2002; Kingsnorth-Hinrichs, 2009; Morphet et al., 
2008; Patterson et al., 2010; Winslow, Almarode, Cottingham, Lowry, & 
Walker, 2009), and improved participant professional development 
(Alban et al., 1999; Betts, 2003; Considine & Hood, 2004; Kidd & Sturt, 
1995; Loiseau et al., 2003; Patterson et al., 2010). For the purpose of 
this study, nursing recruitment was defined as the employment of RNs 
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into an ED. Nurse retention was defined as the length of time between 
commencement and termination of employment of a single employee (J. 
Humphreys et al., 2009). No national studies have been undertaken 
which examine the functions or outcomes of emergency nursing TSPPs. 
TSPPs are resource intensive, and an understanding of the functions of 
emergency nursing TSPPs as perceived by the Nurse Unit Managers 
and Nurse Educators who facilitate them, may explain why emergency 
nursing TSPPs are offered despite scant evaluation in the Australian 
context. 
1.4  Scope 
In this study, the characteristics, design, and functions of 
emergency nursing TSPPs in Australian publicly funded EDs were 
analysed. EDs were excluded if they treated less than 5,000 patients 
per annum or if they specialised in a particular patient population. For 
example, those EDs that only treated paediatric patients were excluded, 
as the nurses were considered to be expert in paediatrics, and their skill 
set was unlikely to compare with that of an emergency nurse. It was 
expected that the TSPPs in EDs with highly specific patient populations 
could not be generalised to the broader ED setting.  
ED Nurse Unit Managers and Nurse Educators were considered 
to be the experts in relation to the ED structure, and TSPP 
characteristics and functions, and they were therefore the population 
included in the sample. The opinions of TSPP participants’ have 
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previously been reported (Betts, 2003; Considine & Hood, 2004; Eigsti, 
2009; Morphet et al., 2008; Morris, Pfeifer, Catalano, Nelson, & Harap, 
2009). TSPP participant opinions were outside the scope of this study, 
and were not investigated. A full cost analysis of TSPPs was also 
outside the scope of this study. Having reviewed the aims and scope of 
this study, the significance of the study will be presented. 
1.5  Significance of this study 
Peer-reviewed papers (Considine & Hood, 2004; Morphet et al., 
2008), government reports (New South Wales Health, 2008), and 
conference abstracts (Aitchison, 2007; Anderson et al., 2010; Griffiths & 
Major, 2009; S. Humphreys et al., 2007; Ogborne et al., 2009), indicate 
that emergency nursing TSPPs were offered in many EDs throughout 
Australia, including state-wide programs in Queensland and NSW. To 
date, emergency nursing TSPPs have been poorly evaluated, and the 
only Australian emergency nursing TSPP evaluation published in the 
research literature focused on nursing recruitment and retention 
outcomes (Considine & Hood, 2004; Morphet et al., 2008). There are 
few published papers that demonstrate the efficacy of TSPPs in 
preparing novice emergency nurses for practice. TSPPs are resource 
intensive, and require extensive time commitments from Nurse 
Educators and participants. Consequently, TSPPs are costly to 
individuals, organisations and health care systems (Morris et al., 2009). 
It is therefore important that the outcomes of emergency nursing TSPPs 
are examined. 
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Emergency nursing TSPPs have been developed in an ad hoc 
manner to meet the needs of each ED. As a result there is likely to be 
variability in the design and characteristics of emergency nursing 
TSPPs. Given the ad hoc development of TSPPs, and variability in 
TSPP design and characteristics, the National Review of Nursing and 
Nursing Education 2002 – Our Duty of Care (The National Review), 
identified the need for ‘consistency and quality in the development and 
delivery of transition programs’ (Heath, 2002, p.22). The National 
Review further recommended a national framework be developed to 
provide guidelines and standards for the development of TSPPs. To 
date, this has not occurred for emergency nursing TSPPs. The first step 
in developing a framework for future emergency nursing TSPPs must 
be an evaluation of the emergency nursing TSPPs which are currently 
being delivered within Australian EDs.  
The outcomes of this study have important implications for 
consistency in the preparation of novice emergency nurses. The 
identification of the functions or outcomes arising from emergency 
nursing TSPPs is important to ensure support for the continued 
facilitation of emergency nursing TSPPs. The examination of 
emergency nursing TSPP design and characteristics will provide a 
detailed understanding of TSPP, to inform the development of a 
framework for future emergency nursing TSPPs.  
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1.6  Theoretical framework underpinning this study 
A number of theoretical frameworks were considered in the 
development of this study. Education evaluation models (Bastable, 
2008; Kirkpatrick, 2004; Kirkpatrick & Kirkpatrick, 2006; Smith, 
Masterson, & Lask, 1995), and a patient safety framework (Brown et al., 
2008; Pronovost, Berenholtz, & Needham, 2007) were considered as 
theoretical frameworks for this study, but were excluded as the foci 
were too narrow, as they examined either participant knowledge 
acquisition and satisfaction, or patient outcomes, without considering 
the setting or purpose of the program under review. Given the breadth 
of this study, a theoretical framework that could encompass the 
research setting, the processes within emergency nursing TSPPs, and 
the functions or outcomes of emergency nursing TSPPs, was required. 
Consequently, Donabedian’s ‘Structure-Process-Outcome’ framework 
(Donabedian, 1966, 1988) was selected to provide the theoretical 
framework to underpin this study. A brief review of the theoretical 
frameworks considered for this study will be presented in the following 
section.  
Given the educational focus of emergency nursing TSPPs, three 
educational evaluation frameworks were considered for use in this 
study: Kirkpatrick’s ‘Learning Evaluation Model’ (Kirkpatrick, 2004); 
Miller and Parlett’s ‘Illuminative Approach’ (Smith et al., 1995), and 
Roberta Straessle Abruzzese’s ‘RSA Evaluation’ (Bastable, 2008). 
However, an examination of these frameworks identified that they 
31 
focussed largely on knowledge acquisition and participant reactions, 
hence evaluating the learner outcomes, rather than the educational 
program itself. These models did not have the scope for examination of 
the setting in which the TSPP took place, nor the characteristics of the 
TSPPs themselves. As such, these educational evaluation frameworks 
were not considered appropriate for a national evaluation of emergency 
nursing TSPPs in Australia.  
Many emergency nursing TSPPs aim to prepare novice 
emergency nurses to provide safe, competent care (Boyle et al., 2008; 
Morphet et al., 2011).  With this in mind, the Framework for Patient 
Safety Research and Improvement (Pronovost et al., 2007) was 
examined to determine if it provided an effective structure for the 
current study. The Framework for Patient Safety Research and 
Improvement examined: i) how often patients are harmed; ii) how often 
clinicians’ provide appropriate interventions; iii) whether clinicians learn 
from mistakes; and iv) how successful clinicians’ and health care 
systems are, in creating a culture of safety (Brown et al., 2008; 
Pronovost et al., 2007). Again, the evaluation framework focussed on 
learner outcomes, but did not address the characteristics of an 
educational program. Further, the Framework for Patient Safety 
Research and Improvement was reported to be most effective when the 
evaluation was implemented pre and post the patient safety intervention 
(Brown et al., 2008), so was not useful in evaluating TSPPs already in 
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place.  As such, the Framework for Patient Safety Research and 
Improvement was deemed inappropriate for the purpose of this study. 
As described above, this study required a theoretical framework 
that supported the examination of the setting for emergency nursing 
TSPPs, the design and characteristics of TSPPs, and the functions of 
emergency nursing TSPPs in Australia. Avedis Donabedian’s Structure-
Process-Outcome framework (1966) provided a framework which was 
broad enough to examine each of these features. The Structure-
Process-Outcome framework (Donabedian, 1966, 1988) will be 
described below. 
As indicated by the title, Donabedian’s framework encompasses 
three broad features; structure, process and outcome. The strength of 
Donabedian’s framework is in recognition that the structure of, and 
processes within, an organisation are complementary. Donabedian’s 
model recognises that outcomes are dependent on both the setting and 
the intervention (Donabedian, 1969), and the framework can be drawn 
upon to provide clear insight into the ED setting (staffing, patient 
demand), as well as the TSPP processes.  
Using Donabedian’s framework (1988) in this study, structure
referred to the setting in which the TSPPs were offered (that is, the 
public EDs), and included data such as location of the EDs 
(metropolitan, regional or rural), patient demand, physical facilities, and 
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human resources including number and qualification of personnel. The 
second feature of Donabedian’s framework, process, examined what 
was actually done (Donabedian, 1988). Examination of process is 
essential to the theoretical framework because the intervention or 
service influences the outcome. In the context of this study, the 
characteristics and design of emergency nursing TSPPs were the 
processes examined, and included supported activities such as 
orientation; preceptorship; provision of study days; assessments; and 
self-directed learning packages. Donabedian (1988) recognised that 
structure influences process, and therefore structure and process were 
measured together in Phase One of this study. Examination of both 
structure and process gives context to the outcomes, thus helping with 
interpretation and ensuring conclusions are valid (Donabedian, 1988). 
Phase Two of this study examined the outcomes or functions of 
emergency nursing TSPPs. Nurse Unit Managers and Nurse Educators 
were interviewed to identify what functions emergency nursing TSPPs 
served. Further discussion of Donabedian’s theoretical framework and 
the way it has guided this study is presented in Chapter Three. 
1.7  Thesis structure 
This thesis is presented in eight chapters. In Chapter One, a 
discussion of the difficulties faced in recruiting and preparing novice 
emergency nurses for work in the ED has been presented. The aims 
and significance of this study have been described, and justification has 
been provided to support the use of Donabedian’s Structure-Process-
34 
Outcome framework (1966, 1988) as the theoretical framework in the 
study. In Chapter Two the Australian and international emergency 
nursing TSPP literature are examined. The aims and characteristics of 
emergency nursing TSPPs are presented, and the outcomes of 
emergency nursing TSPPs, as reported in the literature, are examined. 
Finally, the limitations of the outcome measures used to examine 
TSPPs are discussed.  
In Chapter Three, the use of an explanatory sequential research 
design is explained and justified. The development of the research tools 
and selection of the research setting and sample are described in detail. 
The ethical considerations and processes to gain both ethics and 
research governance approval at each site are also presented in 
Chapter Three.  
The results of the study are presented in Chapters Four, Five 
and Six. In Chapter Four, data collected from Nurse Unit Managers and 
Nurse Educators in Phase One of this study are presented, including 
the ED setting and structure. These results include a description of the 
number of patient presentations annually, the number of ED treatment 
spaces, the nurse staffing data, and the educational resources available 
to all emergency nurses. In Chapter Five, the emergency nursing TSPP 
characteristics are presented. These data were collected in Phase One 
of this study from Nurse Educators and emergency nursing TSPP 
curriculum documents. In Chapter Six, the emergency nursing TSPP 
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functions or outcomes, as perceived by ED Nurse Unit Managers and 
Nurse Educators are presented. These data were collected in Phase 
Two of this study.  
The results from both phases of this study are integrated in 
Chapter Seven, and conclusions are made, based on the findings from 
both phases of the study. A framework for future emergency nursing 
TSPPs is presented and justified. Finally, in Chapter Eight, the 
implications arising from the study findings and recommendations for 
further research are presented.  
1.8  Conclusion 
Recruitment, retention, and professional development of novice 
emergency nurses is challenging. Emergency nursing TSPPs were 
introduced in response to these challenges. The primary aims of this 
study were to examine the design, characteristics and functions of 
emergency nursing TSPPs in Australian public hospital EDs, and 
develop a framework for the future development of emergency nursing 
TSPPs. The discussion in this chapter has provided a justification of the 
questions used to examine these aims. In the following section, the 
peer-reviewed emergency nursing TSPP literature will be examined. 

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CHAPTERTWO–LITERATUREREVIEW
2.1  Introduction 
The discussion so far has highlighted the special knowledge and 
skills required by emergency nurses in order to ensure the effective 
delivery of emergency care, and the challenges associated with 
recruitment and retention of emergency nurses. Nursing recruitment 
and retention has been a major focus in Australia in the last 15 years 
(Victorian Department of Health, 2010). Yet there is more to the 
successful delivery of care than numbers of nurses. The right mix of 
experienced and qualified nurses (skill mix) is vital in providing safe 
quality care to patients (Buchan, 2007). To address the challenges 
associated with recruitment, preparation, and retention of emergency 
nurses, Australian and international EDs have introduced emergency 
nursing TSPPs which combine elements of comprehensive orientation, 
theoretical preparation, extended supernumerary time, clinical support 
and preceptorship (Alban et al., 1999; Considine & Hood, 2004; Glynn 
& Silva, 2013; Gurney, 2002; Jarman & Newcombe, 2010; Kidd & Sturt, 
1995; Kingsnorth-Hinrichs, 2009; Loiseau et al., 2003; Morphet et al., 
2008; Patterson et al., 2010; Sweeney, 2010; Truman, 2004; Winslow 
et al., 2009; Wolf, 2005; Zavotsky, 2000).  
TSPPs were developed in the late 1990s and early 2000s to 
address nursing shortages in specialty areas by easing the transition of 
novice nurses into the specialty. Since the mid-2000s, many TSPPs 
have focused on novice nurse preparation for practice, to ensure the 
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provision of safe and effective patient care (Boyle et al., 2006). Typically, 
TSPPs target novice nurses who are only one or two years post 
registration, or experienced nurses wishing to make a career change 
and move into an area of specialty. TSPPs are resource intensive and 
costly to individuals, organisations and health care systems (Morris et 
al., 2009). It is therefore important that outcome measures such as 
recruitment, retention and professional development are evaluated.  
A search of the literature was conducted to locate papers 
reviewing emergency nursing TSPPs. The literature search was guided 
by the Preferred Reporting Items for Systematic Reviews and Meta-
Analysis (PRISMA) statement (Moher et al., 2009). Multiple searches 
were conducted using strategies suitable for each database. The 
following databases were searched; Scopus, CINAHL, Medline, ERIC, 
PubMed, Ovid, and the search engine Google Scholar. The following 
search terms were used; ‘nursing’, AND ‘emergency’, AND ‘transition’, 
OR ‘education’, OR ‘orientation’, OR ‘novice’, OR ‘professional 
development’, OR ‘preceptorship’, OR ‘recruitment’, OR ‘retention’, OR 
‘turnover’, OR ‘capacity building’.  The search was supplemented using 
citation tracking. Articles written in English between the years 1990-
2014 were included. The search retrieved 7,848 results, and after 
removal of duplicates, there were 4,632 results (Figure 2.1). Results 
were screened by title and abstract by the student researcher. The term 
‘transition’ retrieved many US papers discussing orientation programs 
for newly graduated nurses, known in Australia as graduate nurse 
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programs. Papers that did not relate to emergency nursing TSPPs or 
were not peer reviewed, were excluded, leaving 29 papers. The full 
texts of the 29 papers were accessed and reviewed. A further 13 
papers were excluded as they did not relate to emergency nursing, or 
described a short course rather than a TSPP. After exclusion of papers 
examining programs outside emergency nursing, there were 16 papers 
remaining for inclusion in this review. Papers were included if they 
evaluated an emergency nursing TSPP, and the fundamental research 
structure was transparent, with the method and study design clearly 
described and outcomes reported. Owing to the various study designs, 
the results of studies reviewed are reported using a narrative framework.   
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Figure 2.1 PRISMA strategy used to identify literature 
Removal of duplicates 
(n = 3,216) 
Title & abstract 
screened 
(n = 4,632) 
Records excluded 
(n = 4,603) 
e.g. reasons: 
x not related to TSPPs  
x not related to emergency nursing 
x not peer reviewed 
x opinion papers 
Full-text articles 
assessed for eligibility 
(n = 29) 
Full-text articles excluded 
with reasons 
(n = 13) 
e.g. reasons: 
x not related to 
emergency nursing 
x not related to TSPP 
(e.g. short courses) 
Studies included 
literature review 
(n = 16) 
Literature search: ‘nursing’ AND ‘emergency’ AND ‘transition’ OR 
‘professional development’ OR ‘preceptorship’ OR ‘orientation’ OR 
‘recruitment’ OR ‘retention’ OR ‘turnover’ OR ‘capacity building’ OR 
‘novice’ 
Data bases: Scopus, CINAHL plus, Medline, ERIC, Ovid, PubMed, 
Arrow Repository, Google Scholar 
Number of records = 7,848 
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The discussion to follow will present the findings of the literature 
review within three main sections. In the first section, the design and 
characteristics of emergency nursing TSPPs identified in the literature 
will be presented. In the second section, an examination of the outcome 
measures used in emergency nursing TSPP evaluation, and the 
limitations of studies to date will be presented. Finally in the third 
section, recommendations for further research examining emergency 
nursing TSPP outcomes will be identified.  
2.2  Transition to Specialty Practice Programs in 
Emergency Nursing 
Emergency nursing TSPPs have been reported in both 
Australian and international literature. Conference abstracts (Aitchison, 
2007; Anderson et al., 2010; Griffiths & Major, 2009; S. Humphreys et 
al., 2007; Ogborne et al., 2009) and policy documents (New South 
Wales Health, 2008; Queensland Department of Health, 2010) indicate 
that emergency nursing TSPPs are widespread in Australian EDs, yet 
there is scant literature evaluating these programs.  Both Queensland 
and NSW have developed state-wide emergency nursing TSPPs. 
These were developed in response to the autonomous development of 
emergency nursing TSPPs across a multitude of sites, resulting in 
variable programs.  State-wide emergency nursing TSPPs aimed to 
ensure consistency across emergency nursing (New South Wales 
Health, 2008; Queensland Department of Health, 2010). Despite the 
fact that Queensland and NSW emergency nursing TSPPs have been 
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offered for several years, no literature was located which evaluated the 
state-wide TSPPs or their outcomes. 
Emergency nursing TSPPs described in the literature varied in 
design, characteristics, and outcomes. While each of the papers 
examined acknowledged that orientation and supernumerary time were 
important features of the emergency nursing TSPP, the duration of the 
supernumerary time was not reported in any of the literature.  The 
individual elements which facilitated orientation and supernumerary 
time in the workplace were also not described, and therefore these 
characteristics will not be discussed further. The design and 
characteristics of emergency nursing TSPPs will be presented in the 
following section.   
2.2.1 Aims 
‘Growing your own and keeping your own health workforce is 
vital’ (Buchan, 2007, p.7). This simple statement summarises the goal 
of emergency nursing TSPPs. As shown in Table 2.1, emergency 
nursing TSPPs were developed to meet three broad aims: 
x To increase recruitment of novice nurses into emergency nursing,  
x To increase retention of novice nurses within emergency nursing, 
and  
x To prepare novice emergency nurses to provide safe, competent 
care.   
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2.2.2 Duration 
Emergency nursing TSPPs varied in duration, from five weeks to 
two years, with a mean of 6.75 months (Table 2.1). It has been reported 
that it takes at least two years for a novice nurse to develop into an 
expert emergency nurse (Kingsnorth-Hinrichs, 2009; Wolf, 2005), 
therefore duration is an important consideration in development of an 
emergency nursing TSPP.   
43 
Table 2.1 
Aims & Characteristics of Emergency Nursing Transition to Specialty Preparation Programs  
Study Country Program Aims Target 
Participants 
Style Course 
Duration 
(months) 
Employment 
Contract 
(months) 
Alban et al. (1999) US i) recruitment 
ii) retention 
iii) preparation for practice 
RN Theoretical preparation 6 18 
Betts (2003) Canada i) retention 
ii) improve staff morale 
RN Preceptorship 9 none 
Considine & Hood (2004) Australia i) recruitment 
ii) retention 
iii) preparation for practice 
RN Theoretical preparation 12 none 
Glynn (2013) US i) preparation for practice NGN Theoretical preparation / 
preceptorship 
4 none 
Gurney (2002) US i) recruitment NGN Theoretical preparation / 
Preceptorship 
5 24 
Jarman & Newcombe (2010) UK i) preparation for practice RN & NGN Theoretical preparation / 
Preceptorship 
NA none 
Kidd & Sturt (1995) US i) retention 
ii) preparation for practice 
RN & NGN Preceptorship 1-2 none 
Kingsnorth-Hinrichs (2009) US i) preparation for practice NGN Theoretical preparation / 
Preceptorship 
24 none 
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Study Country Program Aims Target 
Participants 
Style Course 
Duration 
(months) 
Employment 
Contract 
(months) 
Loiseau, Kitchen & Edgar (2003) Canada i) recruitment 
ii) retention 
iii) preparation for practice
NGN Theoretical preparation / 
Preceptorship 
4 none 
Morphet, McKenna & Considine 
(2008) 
Australia i) recruitment 
ii) retention 
iii) preparation for practice 
RN Theoretical preparation  12 none 
Patterson et al. (2010) US i) preparation for practice RN & NGN Theoretical preparation / 
Preceptorship 
6 24 
Sweeney (2010) US i) recruitment 
ii) preparation for practice 
RN Theoretical preparation / 
Preceptorship 
3-4 none 
Truman (2004) US i) preparation for practice NGN Theoretical preparation / 
Preceptorship 
6 18 
Winslow et al. (2009) US i) retention 
ii) preparation for practice
NGN Theoretical preparation / 
preceptorship 
6 24 
Wolf (2005) US i) preparation for practice NGN Theoretical preparation / 
preceptorship 
4 none 
Zavotsky (2000) US i) recruitment 
ii) preparation for practice 
 Theoretical preparation / 
Preceptorship 
2.5 none 
Note.RN = Registered Nurse; NGN = newly graduated nurse; NA = not reported; US = United States. 
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2.2.3. Group Cohort 
Many emergency nursing TSPPs employed participants in a 
group cohort, with one or two intakes per year (Alban et al., 1999; 
Considine & Hood, 2004; Glynn & Silva, 2013; Gurney, 2002; Kidd & 
Sturt, 1995; Loiseau et al., 2003; Morphet et al., 2008; Patterson et al., 
2010; Winslow et al., 2009; Wolf, 2005; Zavotsky, 2000). One 
advantage of the employment of novices in a cohort is the improved use 
of resources for orientation. The streamlining of orientation, with a large 
number of participants orientated to the unit by a single educator, 
reduced the cost burden when compared with the traditional orientation 
method (Morphet et al., 2008), which typically resulted in an educator 
working one to one with each new staff member. Another advantage is 
that group cohorts enabled participants to enter the specialty unit in a 
small team of their own. Teamwork is important in the ED, and 
emergency nursing TSPP participants reported that belonging to their 
own team helped them ‘fit in’ to the ED team environment (Morphet et 
al., 2008).  
2.2.4 Theoretical Framework 
There is scant discussion in the literature describing theoretical 
frameworks used to underpin emergency nursing TSPPs. The only 
theoretical framework identified in the emergency nursing TSPP peer-
reviewed literature was Benner’s (1984) ‘Novice to Expert’ model (Alban 
et al., 1999; Glynn & Silva, 2013; Kidd & Sturt, 1995; Kingsnorth-
Hinrichs, 2009; Truman, 2004; Winslow et al., 2009; Wolf, 2005), which 
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will be described briefly in the following section. However, it is important 
to begin by briefly reviewing the stages of learning. In the 1970s, 
psychologist Noel Burch identified four stages of learning, which he 
labelled the ‘Conscious Competence Learning Model’ (Adams, 2011; 
Murphy, 2006). The Conscious Competence Learning Model identifies 
the four stages a learner may go through in learning new knowledge or 
skills. The first stage of learning is ‘Unconscious Incompetence’, and 
describes the position wherein a learner does not know what they do 
not know. When a learner is unconsciously incompetent, they are 
unaware of their own knowledge deficit, and so will not actively try to 
address it (Adams, 2011; Murphy, 2006). The second stage of learning 
has been labelled ‘Consciously Incompetent’. The consciously 
incompetent learner is aware of their knowledge deficit, and attempts to 
address it. In the third stage of learning; ‘Conscious Competence’, the 
learner understands the knowledge or skill, but requires concentration 
or conscious thought in order to utilise the knowledge. Finally, 
‘Unconscious Competence’ describes mastery, which is the time when 
the skill or knowledge has become second nature to the learner, and 
can be performed easily, without conscious thought or effort (Adams, 
2011; Murphy, 2006). Having reviewed the stages of learning, Benner’s 
Novice to Expert framework will be examined.  
Developed from Dreyfus and Dreyfus’ Skill Acquisition Model, 
Benner’s Novice to Expert model posits that in the acquisition and 
development of a skill, a learner passes through five levels of 
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proficiency: novice, advanced beginner, competent, proficient, and 
expert (Benner, 1984). These different levels reflect progression from a 
reliance on abstract principles, to the use of previous experiences in 
making decisions. As such, Benner’s model contends that knowledge is 
developed through practice and repeated experiences. This reflects 
development of perceptual awareness and discretionary judgement, as 
the learner moves from seeing a task as a compilation of separate skills 
based on set rules, to one complete whole in which decisions are based 
on previous experience (Benner, 1984). The Novice to Expert model 
sits well with the Conscious Competence Learning Model. The 
development of a novice into an expert reflects the learner’s movement 
from unconscious incompetence, through to unconscious competence. 
The Novice to Expert model posits that expertise is reliant upon 
familiarisation with the environment, and is context-specific (Benner, 
1984). For example, a nurse who is an expert on a surgical ward may 
be a novice in an ED. This recognition of context is what makes 
Benner’s model suitable for TSPPs, as it acknowledges that an RN who 
is proficient when caring for patients with minor illness or injury may be 
a novice when caring for patients with moderate illness or injury.  
Having examined the educational framework on which many 
emergency nursing TSPPs were based, it is important to examine the 
educational strategies which were used within the TSPPs. The following 
 48 
section presents a discussion of the educational strategies used within 
emergency nursing TSPPs.   
2.2.5 Theoretical Preparation  
A number of emergency nursing TSPPs utilised didactic 
teaching as the primary method of providing extensive theoretical 
preparation for practice in ED (Alban et al., 1999; Considine & Hood, 
2004; Morphet et al., 2008). As shown in Table 2.2, each of these 
TSPPs have been conducted on multiple occasions, and have had 13 – 
72 participants across multiple sites.  
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Table 2.2 
Features of ED Transition to Specialty Practice Programs based on theoretical preparation 
Study Number of sites Educational framework Theoretical Preparation 
Alban et al. (1999) 2  ENA – Diversity in Practice 4 hrs lectures / week 
80 hours self-directed learning 
rotations to other critical care areas 
Considine & Hood (2004) 2  N/A 10 study days, didactic  
Morphet et al. (2008) 2  N/A 10 study days, didactic 
Note. ENA = Emergency Nurses Association; N/A = not reported. 
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Didactic teaching was likely utilised due to the ability to deliver 
large volumes of content using minimal resources in terms of educator 
time per participant (Criddle, 2002; Emde & Everson, 2003). However, 
didactic teaching in isolation does not translate to improved clinical 
performance or changes in learner behaviour (Forsetlund et al., 2012). 
Emergency nursing TSPPs designed around theoretical preparation 
also utilised other educational methods to prepare novices for practice. 
These included the use of supernumerary time in the clinical 
environment (Alban et al., 1999; Considine & Hood, 2004; Gurney, 
2002; Kingsnorth-Hinrichs, 2009; Morphet et al., 2008); self-directed 
learning (Alban et al., 1999); experiential learning with supported clinical 
practice (Considine & Hood, 2004; Morphet et al., 2008); and rotations 
to other critical care areas (Alban et al., 1999).  
Despite variations in program development and delivery, the 
content was similar in each of the programs reviewed. Typically based 
on body systems, the content included:  
x Adult assessment (Considine & Hood, 2004; Morphet et al., 
2008), 
x Paediatric assessment (Alban et al., 1999; Considine & Hood, 
2004; Morphet et al., 2008),  
x Basic Life Support (BLS) and Advanced Life Support (ALS) for 
adults and paediatrics (Considine & Hood, 2004; Morphet et al., 
2008), 
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x Common paediatric illness management (Considine & Hood, 
2004; Morphet et al., 2008), 
x Chest pain management (Considine & Hood, 2004; Morphet et 
al., 2008), 
x ECG interpretation (Considine & Hood, 2004; Morphet et al., 
2008), 
x Management of respiratory distress (Considine & Hood, 2004; 
Morphet et al., 2008),  
x Neurological emergencies (Considine & Hood, 2004; Morphet et 
al., 2008), 
x Abdominal emergencies (Considine & Hood, 2004; Morphet et al., 
2008), 
x Obstetric emergencies (Considine & Hood, 2004; Morphet et al., 
2008), 
x Diabetic emergencies (Considine & Hood, 2004; Morphet et al., 
2008), 
x Trauma (Considine & Hood, 2004; Morphet et al., 2008), 
x Shock (Considine & Hood, 2004), 
x Mental health emergencies (Alban et al., 1999; Considine & 
Hood, 2004; Morphet et al., 2008),  
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x Care of distressed relatives (Considine & Hood, 2004), 
x Triage (Alban et al., 1999) , and 
x  Legal, professional and ethical issues (Considine & Hood, 2004; 
Morphet et al., 2008). 
Psychomotor skills were also taught, including IV cannulation 
(Considine & Hood, 2004), management of underwater seal drainage 
(UWSD) (Considine & Hood, 2004), and management of conscious 
sedation (Alban et al., 1999). 
In the Australian emergency nursing context, Considine and 
Hood (2004) developed, implemented and evaluated a twelve month 
emergency nursing TSPP which included ten paid study days delivered 
across the twelve months. Considine and Hood (2004) reported the 
TSPP had been running for three years at the time of publication, with 
four intakes totalling 20 participants. This TSPP was initially conducted 
at a single site, but was later expanded across two EDs and re-
evaluated (Morphet et al., 2008).   
Another emergency nursing TSPP which enrolled participants 
across two sites was reported by Alban et al. (1999). This TSPP was 
based in the United States (US), and was of six months duration. There 
had been three intakes at the time of publication, with a total of 16 
participants. The theoretical content was based on the Emergency 
Nurses Association’s orientation program entitled ‘Diversity in Practice’. 
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This TSPP included four hours of lectures every week, as well as 80 
hours of self-directed study, and rotations to other critical care areas. 
2.2.6 Preceptorship 
In this thesis, preceptorship has been defined as the provision of 
guidance and support from a clinically competent experienced nurse 
who works alongside the novice, supervising practice and teaching by 
example as the novice learns in the clinical practice environment.  
The characteristics of the 13 emergency nursing TSPPs based 
on preceptorship varied, and there was significant variation in program 
duration from five weeks (Kidd & Sturt, 1995) to two years (Kingsnorth-
Hinrichs, 2009).  Preceptor selection, preparation and remuneration 
also varied (Table 2.3). One author reported that preceptors were 
selected based on personality match (Zavotsky, 2000), while others 
reported that preceptors were selected based on their willingness to 
participate (Gurney, 2002; Loiseau et al., 2003; Patterson et al., 2010). 
Only four authors indicated that nursing experience was considered 
when selecting preceptors (Betts, 2003; Loiseau et al., 2003; Sweeney, 
2010; Truman, 2004). Further, only four programs provided training for 
preceptors (Loiseau et al., 2003; Patterson et al., 2010; Sweeney, 2010; 
Zavotsky, 2000), and in one of these TSPPs, preceptor training was 
optional (Patterson et al., 2010). Preceptor training was not well 
described, and included communication skills, adult learning principles, 
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and techniques for providing feedback to novices (Loiseau et al., 2003). 
Only Sweeney (2010) reported running annual updates for preceptors. 
Other differences in emergency nursing TSPP preceptorship 
models included the preceptor to novice ratio, with some TSPPs 
providing one preceptor per novice (Gurney, 2002; Loiseau et al., 2003; 
Sweeney, 2010), while another TSPP used three preceptors per 24 
participants (Betts, 2003). Another variation in TSPP preceptorship 
models was the provision of financial remuneration to preceptors in 
some organisations (Gurney, 2002; Loiseau et al., 2003; Sweeney, 
2010), while other organisations expected that it was part of each 
nurse’s responsibility to precept novice staff (Betts, 2003; Glynn & Silva, 
2013; Jarman & Newcombe, 2010; Kingsnorth-Hinrichs, 2009; 
Patterson et al., 2010; Truman, 2004; Winslow et al., 2009; Wolf, 2005; 
Zavotsky, 2000). Finally, some TSPPs released the preceptor from a 
clinical patient load (Betts, 2003; Gurney, 2002; Kingsnorth-Hinrichs, 
2009; Sweeney, 2010), while others required the preceptor to supervise 
and support a novice on top of their normal patient workload (Glynn & 
Silva, 2013; Loiseau et al., 2003). Many authors did not report whether 
the preceptor was released from clinical load, or the ratio of preceptors 
to novices (Jarman & Newcombe, 2010; Kidd & Sturt, 1995; Patterson 
et al., 2010; Truman, 2004; Winslow et al., 2009; Zavotsky, 2000).  
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Table 2.3 
Features of Transition to Specialty Practice Preceptorship Programs in ED 
Study Preceptor 
Training 
Preceptor Load Preceptor 
Remuneration 
Theoretical Preparation
Betts (2003) No 3:24  preceptor : novice ratio,  
no patient load for preceptor 
No Nil 
Glynn & Silva (2013) No 1:1 preceptor :novice ratio No 4 hours/week didactic classes / 16 weeks 
Gurney (2002) No 1:1 preceptor: novice ratio,  
no patient load for preceptor  
Extra $2.50 / hour ENA ‘Core Curriculum’  
1 didactic day / week, case studies 
Jarman & Newcombe 
(2010) 
No NA No 5 didactic days, portfolio development 
Kidd & Sturt (1995) No NA No Didactic classes, rotation to clinical areas 
Kingsnorth-Hinrichs 
(2009) 
No No patient load for preceptor  No Didactic classes, simulation, case study  
Loiseau et al. (2003) Yes 1:1 preceptor : novice ratio,  
reduced patient load for preceptor 
Extra $1.57 / hour  Didactic classes 
Patterson et al. (2010) Optional NA No AACCN ECCO course, didactic classes, skills 
labs 
Sweeney (2010) Yes 1 : 1 preceptor : novice ratio,  
shared patient load  
4% pay increase Sheehy’s Emergency Nursing Principles and 
Practice  
6-8 weeks theory, case study 
Truman (2004) No NA No 6 hours/week didactic classes, simulation, case 
study, skills labs 
Winslow et al. (2009) No NA No 4 hours/week didactic classes / 6 months  
Wolf (2005) No 1:5 preceptor : novice ratio for 8 weeks, then 1:1 
preceptor : novice ration 4 weeks 
No 60 hours of classes 
Zavotsky (2000) Yes NA No ENA ‘Core Curriculum’  
5 didactic days, skills labs 
Note. NA = not reported; ACCN = American Association of Critical Care Nurses; ECCO = Essentials of Critical Care Orientation; ENA = Emergency 
Nurses Association. 
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Only one publication was located which described an emergency 
nursing TSPP that relied exclusively on preceptorship.  Betts (2003) 
described a six month preceptorship program set in a Canadian ED, in 
which the traditional one to one ratio of preceptor to novice was not 
possible due to the employment of 24 novice emergency nurses at one 
time.  Instead, an emergency nursing TSPP was developed wherein 
three preceptors were relieved of their clinical load, making them 
available to support the 24 novice staff. Betts (2003) reported that this 
program was a ‘win/win’ for all the nurses, as preceptors could spend 
time answering new nurses’ questions without worrying about their own 
workload, and experienced emergency nurses could get on with their 
work without having to worry about the novices. The title of this paper 
‘an emergency department recruitment strategy’ indicated that the aim 
of the program was to recruit nurses to emergency nursing; however, 
the aims identified within the paper were improving nursing retention 
and improved nurse morale.  Despite this ambiguity, Betts (2003) 
reported that the program was successful, with improvements in both 
recruitment and retention.   
Many emergency nursing TSPPs combined preceptorship with 
theoretical preparation in an attempt to support both the theoretical and 
clinical needs of the novice. In these TSPPs, preceptors provided 
extended orientation, while educators provided either didactic, 
simulation-based or self-directed education.  In the following section the 
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characteristics of the emergency nursing TSPPs which utilised 
preceptorship will be described. 
Didactic classes were the most frequently reported teaching style 
in the emergency nursing TSPPs (Gurney, 2002; Jarman & Newcombe, 
2010; Kidd & Sturt, 1995; Kingsnorth-Hinrichs, 2009; Loiseau et al., 
2003; Sweeney, 2010; Truman, 2004; Zavotsky, 2000). Other teaching 
methods included: simulation (Kingsnorth-Hinrichs, 2009; Truman, 
2004); case scenarios (Gurney, 2002; Kingsnorth-Hinrichs, 2009; 
Sweeney, 2010; Truman, 2004); skills labs (Patterson et al., 2010; 
Truman, 2004; Zavotsky, 2000); on-line learning (Patterson et al., 2010); 
and portfolio development (Jarman & Newcombe, 2010). Only one 
author reported front loading participants, with both a twelve week 
home study program prior to commencing employment and six to eight 
weeks of classes before entering the clinical environment (Sweeney, 
2010). 
Patterson et al. (2010) reported that theoretical preparation was 
largely provided by participant enrolment in the American Association of 
Critical Care Nurses (AACCN) ‘Essentials of Critical Care Orientation’ 
(ECCO) course, which participants were expected to work through at 
home.  This program consisted of ten modules, each of which reviewed 
the anatomy and physiology of a body system, and focussed on the 
common illnesses related to that body system, including clinical 
manifestations and management (AACCN, 2010).  The AACCN 
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maintained the currency of the content, and the fact that it was 
purchased by more than 700 hospitals across the US and Canada 
(AACCN, 2010) implied it was accepted as a valid educational tool.  
ECCO was reported to be equivalent to 69 hours of didactic content 
delivery (AACCN, 2010). Patterson et al. (2010) reported that the 
educators also provided some didactic content, to fill in gaps related to 
organisation  specific content, but preparation and delivery time for this 
content was greatly reduced.   
Three other emergency nursing TSPPs utilised externally 
developed programs to guide the theoretical preparation of participants. 
Sheehy’s Emergency Nursing Principles and Practice was a twelve 
week home study course, supported by on-line learning modules, which 
participants at one US ED were required to complete prior to 
commencement in the ED. This TSPP was further supported by six to 
eight weeks of theory delivered by the Nurse Educator prior to 
participants commencing in the clinical setting (Sweeney, 2010). 
Theoretical content in other TSPPs was reported to be based on the 
Emergency Nurses Association’s ‘Emergency Nurses Core Curriculum’; 
however, in these TSPPs, the content was prepared and delivered by 
the clinical educator (Gurney, 2002; Wolf, 2005; Zavotsky, 2000). There 
were differences in presentation of this content, as one program had 
16-20 study days (Gurney, 2002), while another had only five study 
days (Zavotsky, 2000).  
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The content provided within study days was similar to the content 
in the theoretically based emergency nursing TSPPs, and included; 
x pathophysiology (Truman, 2004; Zavotsky, 2000),  
x pharmacology (Kingsnorth-Hinrichs, 2009; Truman, 2004; 
Zavotsky, 2000),  
x emergency management (Truman, 2004; Zavotsky, 2000),  
x communication (Jarman & Newcombe, 2010),  
x physical assessment (Gurney, 2002; Loiseau et al., 2003),  
x ECG interpretation (Gurney, 2002; Truman, 2004; Zavotsky, 
2000),  
x basic life support (BLS) and advanced life support (ALS) 
(Kingsnorth-Hinrichs, 2009; Loiseau et al., 2003),  
x trauma (Gurney, 2002; Jarman & Newcombe, 2010; Zavotsky, 
2000), 
x triage (Gurney, 2002; Kingsnorth-Hinrichs, 2009; Zavotsky, 
2000),  
x disaster management (Zavotsky, 2000), and  
x discharge planning (Jarman & Newcombe, 2010). 
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Having examined the characteristics of the emergency nursing 
TSPPs, it is important to explore the outcomes used to measure the 
results of the TSPPs.  Education programs require extensive time 
commitments from Nurse Educators, so are resource intensive and 
costly to organisations (Morris et al., 2009).  Program costs include 
educator wages to develop and facilitate the TSPP and lecture content; 
paid participant supernumerary time, and backfill costs as participants 
are released from their clinical load to attend study days. Clinical 
support costs, preceptor wages, and physical resources such as room 
hire and printing for participants are also required. It is therefore 
important that these TSPPs are rigorously evaluated against outcome 
measures to ensure sustainability. A variety of outcome measures were 
reported, primarily focusing on nursing recruitment and retention, and 
all of the examined outcome measures will be reported in the following 
section.  
2.3  Outcome Measures of Transition to Specialty Practice 
Programs in Emergency Nursing 
In the previous section a review of the characteristics of various 
emergency nursing TSPPs aimed at improving nursing recruitment and 
retention, and preparing novice emergency nurses for practice were 
presented.  TSPPs are time consuming and costly to both the individual 
and the organisation, making outcome measures important.  Both 
quantitative and qualitative measures were used to evaluate the 
emergency nursing TSPPs including questionnaires (Betts, 2003; Wolf, 
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2005) and interviews (Glynn & Silva, 2013) to measure staff satisfaction 
and staff preparedness to manage patient care assignment (Gurney, 
2002; Loiseau et al., 2003; Patterson et al., 2010; Winslow et al., 2009; 
Wolf, 2005). 
Quantitative data were collected to measure knowledge 
acquisition and critical thinking (Alban et al., 1999; Considine & Hood, 
2004; Kingsnorth-Hinrichs, 2009; Patterson et al., 2010), and nursing 
recruitment and retention (Alban et al., 1999; Considine & Hood, 2004; 
Gurney, 2002; Kingsnorth-Hinrichs, 2009; Morphet et al., 2008; 
Patterson et al., 2010). Quality of care and knowledge transfer (Betts, 
2003; Jarman & Newcombe, 2010; Kingsnorth-Hinrichs, 2009; 
Patterson et al., 2010) and cost outcomes (Gurney, 2002) data were 
also collected. In the following section, outcomes related to recruitment 
will be presented, followed by a discussion of the outcomes related to 
nursing retention, professional development and an examination of 
patient outcomes and costs. The limitations of outcome measures will 
also be discussed. Two of the papers examined did not present any 
outcome measures (Truman, 2004; Zavotsky, 2000), so are excluded 
from this section of the review.  
2.3.1 Recruitment Outcomes 
Eleven papers presented recruitment outcomes resulting from 
the introduction of an emergency nursing TSPP. Six of these TSPPs 
were reportedly developed to improve recruitment to the ED (Alban et 
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al., 1999; Considine & Hood, 2004; Gurney, 2002; Loiseau et al., 2003; 
Morphet et al., 2008; Sweeney, 2010). Most authors reported positive 
recruitment outcomes, ranging from four (Sweeney, 2010) to 72 
program participants (Morphet et al., 2008). One clear recruitment 
success was the employment of 20 participants in a single intake 
(Patterson et al., 2010). A summary of recruitment outcomes from 
emergency nursing TSPPs are reported in Table 2.4. 
Table 2.4 
Emergency Nursing Transition to Specialty Practice Program 
Recruitment Outcomes 
Study Recruitment  
Outcomes 
Program  
repeated 
Alban et al. (1999) 16 RN 3 intakes 
Betts (2003) 24 RN NA 
Considine & Hood (2004) 20 RN 4 intakes 
Gurney (2002) 14 NGN NA 
Jarman & Newcombe (2010) 20 RN & NGN NA 
Kidd & Sturt (1995) 20 RN & NGN NA 
Kingsnorth-Hinrichs (2009) 26 NGN NA 
Loiseau et al. (2003) 18 NGN 5 intakes 
Morphet et al. (2008) 72 RN 10 intakes 
Patterson et al. (2010) 20 RN & NGN 1 intake 
Sweeney (2010) 4 RN 1 intake 
Note. RN = Registered Nurse; NGN = Newly Graduated Nurse; NA = not reported. 
Significantly, in a study of participants’ perceptions of the 
emergency nursing TSPP, Morphet et al. (2008) reported that almost 
half the study participants (n = 25, 48.1%) ‘would not have entered 
emergency nursing without the [TSPP]’ (p.35), while all participants 
agreed that the TSPP was an effective entry point into emergency 
nursing.  This is an important finding, as it highlights the influence a 
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TSPP may have over a novice nurses’ decision to seek employment in 
the ED. 
The major limitation of the recruitment data published to date is 
that it has not been reported in context of the total unit staffing, so it is 
difficult to know if the recruitment figure is significant in terms of total 
unit recruitment. For example, in one study, 72 nurses were employed 
over five years, which could be assumed to represent a significant 
percentage of the total emergency nurses on the roster, but this is not 
explicitly reported in the paper (Morphet et al., 2008).  
2.3.2 Nursing retention outcomes 
Retention of qualified emergency nurses is crucial to facilitating 
provision of quality patient care (Aiken et al., 2003; Aiken, Clarke, & 
Sloane, 2002; Kendall-Gallagher, Aiken, Sloane & Cimiotti, 2011).  By 
improving nursing retention rates, organisations avoid the fiscal and 
human costs associated with recruitment, orientation and temporary 
labour coverage for vacant emergency nursing positions and the quality 
of patient care delivery is improved. Emergency nursing TSPPs have 
been reported to be an ‘excellent retention strategy’ (Truman, 2004, 
p.48). However, nursing retention outcomes have been inconsistently 
reported in the literature. Improving nursing retention was the aim of 
eight of the emergency nursing TSPPs, and seven studies reported 
positive retention outcomes as a result of the TSPPs; however, three of 
the emergency nursing TSPPs reporting improvements in retention did 
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not state that improved retention was an aim of the TSPP (Gurney, 
2002; Kingsnorth-Hinrichs, 2009; Patterson et al., 2010).  
Several authors did not state the nursing retention rate, despite 
reporting that the TSPP aimed to increase nursing retention (Alban et 
al., 1999; Glynn & Silva, 2013; Kidd & Sturt, 1995; Loiseau et al., 2003). 
Some of the samples used to measure nursing retention were small and 
from single sites (Gurney, 2002; Patterson et al., 2010; Winslow et al., 
2009), so cannot be generalised across emergency nursing; however, 
the combined results were positive. Nursing retention was measured 
over an 18 to 30 month period, and ranged from 78 per cent (Patterson 
et al., 2010) to 96.1 per cent (Morphet et al., 2008). Further nursing 
retention outcomes will be discussed in the following section and are 
presented in Table 2.5. 
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Table 2.5 
Emergency Nursing Transition to Specialty Practice Program Nursing Retention Outcomes 
Study Recruitment Sample TSPP Retention Outcomes Employment Contract Duration of Measurement 
n n %  (Months) 
Betts (2003) 24 RN 19 79 none 24 
Considine & Hood (2004) 20 RN 18 90 none 36 
Gurney (2002) 14 NGN 13 92 2 years 24 
Kingsnorth-Hinrichs (2009) 26 NGN 22 85 none 30 
Morphet et al. (2008) 52 RN 50 96 none 60 
Patterson et al. (2010) 18 RN & NGN 14 78 2 years 24 
Winslow et al.  (2009) 3 NGN 3 100  2 years NA 
Note. RN = Registered Nurse; NGN = newly graduated nurse; NA = not reported. 
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Considine and Hood (2004) examined nursing retention 
outcomes of the first four intakes of an emergency nursing TSPP over a 
three year period, and reported that the TSPP made ‘a major 
contribution to staffing levels in the ED’ (p.174). There was an increase 
of 20 nurses over three years and each nurse worked a minimum of 
four shifts per week.  This finding is significant as it is in contrast to the 
findings of other studies which have indicated that a major contributor to 
the nursing shortage has been a shift toward part-time work, with a 
decline in the number of hours worked (Creegan, Duffield, & Forrester, 
2003; Duffield & O'Brien-Pallas, 2003; Jamieson, Williams, Lauder, & 
Dwyer, 2007). Considine and Hood (2004) reported that only two 
participants left the ED over the three year period, and those two 
participants had remained in emergency nursing, finding employment in 
other EDs.  
Morphet et al. (2008) added to these findings, comparing nursing 
retention of participants in the same TSPP with other novice nurses 
employed into the ED, but outside of the TSPP. The authors stated that 
the TSPP increased nursing retention, reporting that of the 52 
participants in the study, 50 remained in emergency nursing more than 
twelve months after completing the TSPP. The authors also reported 
that retention of novice nurses doubled from 46.6 to 96.1 per cent 
following the introduction of the TSPP. Significantly, the authors found 
that 45 study participants (86.5%) reported that the emergency nursing 
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TSPP ‘was the intervention which encouraged them to remain in 
emergency nursing’ (Morphet et al., 2008, p.35).   
Betts (2003) and Kingsnorth-Hinrichs (2009) reported improved 
nursing retention in their preceptorship based emergency nursing 
TSPPs in the US. The authors reported retention rates of 79 per cent 
and 85 per cent respectively. These findings are significant, as they 
were measured over 24 months and 30 months, indicating some return 
on the investment made in participants. Gurney (2002) and Patterson et 
al. (2010) also reported improved nursing retention following their US 
emergency nursing TSPPs with 92 per cent and 78 per cent retention 
rates respectively. It is difficult to determine if this improvement in 
nursing retention was due to staff satisfaction or the two year contract 
the nurses signed when enrolling in the TSPP. ‘Commitment to work’ 
contracts were also utilised in other TSPPs; however, the authors did 
not report the resultant retention rate (Alban et al., 1999; Truman, 2004; 
Winslow et al., 2009). Commitment to work contracts were reported to 
reflect the extensive investment an organisation made in a TSPP 
participant (Truman, 2004), and were introduced in response to an 
initially low retention rate (Truman, 2004).  
Some authors (Loiseau et al., 2003; Truman, 2004) used 
anecdotal evidence to substantiate claims of increased nursing 
retention as a result of the emergency nursing TSPP. Loiseau et al. 
(2003) stated that ‘the retention rates of the graduates of our program 
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are above average for our hospital’ (p.526), while Truman (2004) 
reported ‘those who’ve completed the program … are dedicated to the 
ED … report job satisfaction, [and] remain invested in the hospital as an 
organisation’ (p.48).  No further data were included to support reported 
increases in recruitment or retention.  
2.3.3 Professional development outcomes 
Professional development outcomes were another measure used 
to evaluate emergency nursing TSPPs. Of the sixteen papers reviewed, 
fourteen reported that preparation for practice was one of the aims of 
the TSPP, yet only six studies used quantitative professional 
development outcomes to measure program success (Alban et al., 
1999; Betts, 2003; Considine & Hood, 2004; Kidd & Sturt, 1995; 
Loiseau et al., 2003; Patterson et al., 2010). Methods used to evaluate 
professional development included: self-assessments (Considine & 
Hood, 2004; Glynn & Silva, 2013; Loiseau et al., 2003; Patterson et al., 
2010; Winslow et al., 2009; Wolf, 2005), clinical assessment tasks 
(Considine & Hood, 2004; Patterson et al., 2010), pre and post testing 
(Alban et al., 1999; Considine & Hood, 2004), chart auditing (Betts, 
2003), quizzes (Patterson et al., 2010), and observation of practice by 
preceptors and educators (Kidd & Sturt, 1995; Loiseau et al., 2003; 
Patterson et al., 2010).  
While each author agreed that the TSPP had facilitated the 
professional development of participants, the findings were variable, 
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ranging from improvement in self-efficacy assessments (Alban et al., 
1999; Glynn & Silva, 2013; Loiseau et al., 2003; Winslow et al., 2009; 
Wolf, 2005) to quantitative improvement in documentation, from 40 to 
79 per cent (Betts, 2003). The following section will present a 
discussion of the reported professional development outcome 
measures. 
Professional development outcome measures reported by 
Considine and Hood (2004) included intermittent self-reporting of 
knowledge, completion of clinical assessment tasks including 
documentation audits, pre-test and post-test multiple choice questions, 
Basic Life Support assessment, and tasks related to ECG interpretation 
and monitoring. The authors reported an increase in mean participant 
self-reported knowledge from the beginning to end of the TSPP in areas 
including adult and paediatric assessment, Basic and Advanced Life 
Support, medical illnesses such as respiratory and cardiac 
presentations and mental health illnesses.  This finding is probably to 
be expected given that the topics measured were presented in study 
days and involved patient presentations to which participants were likely 
to be exposed on a regular basis throughout their twelve month 
program. Considine and Hood (2004) reported that all 20 participants 
‘successfully completed the clinical assessment tasks’ (p.174), and  
concluded that the TSPP was ‘effective in preparing inexperienced 
nurses for specialty practice in emergency nursing’ (p.175). This finding 
was supported by Morphet et al. (2008) who reported that 90.3 per cent 
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of participants (n = 47) in the same TSPP perceived that it ‘prepared 
participants for a career in emergency nursing’ (p.35). 
Loiseau et al. (2003) also reported an improvement in self-
reported knowledge among TSPP participants. The authors used an 
established tool to evaluate the professional development of TSPP 
participants, employing the Student Self-Efficacy Questionnaire, a 52 
item, 4-point Likert-type scale questionnaire which relied upon self-
reporting of behaviours such as prioritisation and planning nursing 
interventions to measure professional development.  
Patterson et al. (2010) used multiple choice questions and 
competency assessments to measure professional development in 
emergency nursing TSPP participants, but did not report the outcomes 
of these measurements, instead studying the perceptions of participants 
at the beginning and end of the TSPP. Patterson et al. (2010) used 
interviews and surveys to measure participant reflections on their 
clinical performance and satisfaction with the TSPP. The authors 
reported that participants self-reported an improvement in clinical 
performance, and saw ‘the program as a great opportunity’ (Patterson 
et al., 2010, p.205). To support this finding, Patterson et al. (2010) 
reported that completion of the TSPP required participants to 
successfully complete the online assessments attached to the AACCN 
ECCO program, a key element of that TSPP, implying that the 
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successful completion of these theoretical assessments supported the 
participants’ self-reported improvement in professional development.  
Another measure used to evaluate professional development in 
participants was observation of clinical practice (Kidd & Sturt, 1995; 
Loiseau et al., 2003; Patterson et al., 2010); however, only Kidd and 
Sturt (1995) reported the outcomes of the observations. The authors 
reported positive professional development outcomes from the 
emergency nursing TSPP (Kidd & Sturt, 1995). One of the strengths of 
this study was the comparison of professional development of TSPP 
participants with non-TSPP participants, allowing for conclusions to be 
made about the effect of the TSPP. In this study, preceptors observed 
TSPP participant performance including patient assessment and clinical 
decision-making, and completed a weekly proficiency assessment. The 
authors used these proficiency assessments to measure the length of 
time it took participants to become proficient in the ED, and compared 
this with novice non-TSPP participants. Kidd and Sturt (1995) reported 
that the TSPP accelerated professional development, reducing the time 
it took for novices to develop proficiency in emergency nursing from 
twelve weeks to eight weeks.  
2.3.4 Costs 
It has previously been reported that TSPPs are expensive to 
facilitate (Morris et al., 2009). As such, it is important that the costs of 
facilitating an emergency nursing TSPP are evaluated, for both outlay 
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and any potential savings, such as the money saved in reducing the 
use of casual nurses, and reducing productivity losses if nursing 
retention is increased as a result of the TSPP. The only author who 
discussed the costs of an emergency nursing TSPP, did so without 
actually revealing what the costs were. Gurney (2002) reported that the 
cost of orientation was estimated by multiplying the hourly wage of the 
participant by 40 hours per week, times 16 weeks (the TSPP duration).  
The preceptor bonus ($2.50 / hour, multiplied by clinical hours, 
multiplied by 16 weeks) was added to this sum, but the preceptor wage 
was not included as the preceptors were paid as clinical staff. Gurney 
(2002) did not measure the cost of the Nurse Educator’s time in delivery 
of the TSPP, stating that this was not billed. The author then favourably 
compared this (unreported) cost, with the cost of an agency staff 
member and concluded ‘it is apparent we are saving money’ (Gurney, 
2002, p.513). 
The characteristics and outcomes of emergency nursing TSPPs 
have been reported in the previous sections.  The following section will 
present an examination of the limitations of outcome measures used to 
evaluate emergency nursing TSPPs. 
2.3.5 Limitations of outcome measures 
In reviewing the literature related to TSPPs in nursing, it is 
important to identify potential limitations or confounding factors that may 
influence interpretation of the results of these studies. For example, one 
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emergency nursing TSPP was developed to recruit nurses to the ED, 
yet recruitment outcomes were not reported (Zavotsky, 2000), while 
three TSPPs were reportedly introduced to increase retention of new 
nurses in the ED, yet the authors did not use retention data as an 
outcome measure (Alban et al., 1999; Glynn & Silva, 2013; Kidd & Sturt, 
1995; Loiseau et al., 2003).  A discussion of the limitations of studies 
into TSPPs is presented in the following section. 
Nursing retention has been poorly reported in the emergency 
nursing TSPP literature. Several authors describe the use of 
employment contracts, requiring TSPP participants to remain in the 
organisation for 18 months to two years (Alban et al., 1999; Gurney, 
2002; Patterson et al., 2010; Truman, 2004). The use of employment 
contracts may skew nursing retention data, and in these particular 
studies, retention data were not clearly reported. One interesting result, 
which raises questions about the value of employment contracts, found 
that nursing retention remained high (94 per cent) through the period of 
the two year contract, and reduced to 78 per cent upon expiration of the 
employment contract (Patterson et al., 2010).  This finding is supported 
by the authors of a systematic review of retention incentives in health 
care, who reported that the only incentive which influenced staff 
retention was obligation attached to incentive, such as in the form of 
employment contracts (Buykx et al., 2010). It has been reported that it 
takes at least two years for a novice emergency nurse to develop into 
an expert emergency nurse (Kingsnorth-Hinrichs, 2009; Wolf, 2005). As 
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such, it would appear that the participants in the TSPP reported by 
Patterson et al. (2010) were leaving the ED at the time they were 
becoming most valuable and able to contribute to emergency nursing 
care.  
Professional development of TSPP participants was an outcome 
reported in many studies (Alban et al., 1999; Betts, 2003; Considine & 
Hood, 2004; Glynn & Silva, 2013; Kidd & Sturt, 1995; Loiseau et al., 
2003; Morphet et al., 2008; Patterson et al., 2010; Winslow et al., 2009; 
Wolf, 2005). However, in some studies, the only measure of 
professional development was self-reported confidence or competence 
(Glynn & Silva, 2013; Morphet et al., 2008; Winslow et al., 2009; Wolf, 
2005). The use of self-assessment may be a limitation when measuring 
novice nurse knowledge acquisition or preparation for practice.   Self-
efficacy studies fail to recognise the weak link between perceived ability 
and actual competence, and as such, this method of TSPP evaluation is 
likely to result in data which does not reflect reality. Better outcome 
measures utilised in some emergency nursing TSPPs included external 
measures of knowledge acquisition, such as observed change in 
practice (Kidd & Sturt, 1995; Loiseau et al., 2003; Patterson et al., 2010) 
or pre and post testing (Considine & Hood, 2004; Patterson et al., 2010). 
Observed change in behaviour is among the higher levels of evidence 
when measuring the outcome of an educational intervention, and 
should be the aim of all educationalists (Kirkpatrick & Kirkpatrick, 2006).   
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Another limitation of many of the studies reviewed was conduct 
of the study at a single site (Alban et al., 1999; Betts, 2003; Considine & 
Hood, 2004; Gurney, 2002; Kidd & Sturt, 1995; Kingsnorth-Hinrichs, 
2009; Loiseau et al., 2003; Sweeney, 2010; Truman, 2004; Zavotsky, 
2000), with several authors relying on small samples of less than twenty 
participants (Alban et al., 1999; Gurney, 2002; Loiseau et al., 2003; 
Sweeney, 2010; Truman, 2004). Considine and Hood (2004) authored a 
study on emergency nursing TSPPs, which was run concurrently at two 
sites, yet program evaluation was single site only. Single site evaluation 
does not allow for extrinsic factors which may contribute to the success 
of the TSPP, such as unit or organisational culture and facilities. The 
results of single site studies make the results less generalisable 
(Schneider, Whitehead, LoBiondo-Wood, & Haber, 2013), a weakness 
acknowledged by Considine and Hood (2004). Further, only one study 
compared participants within the TSPP with novice nurses employed 
into the ED outside the TSPP.  Morphet et al. (2008) compared 
retention of TSPP participants with non-TSPP participant nursing 
retention, and reported that nursing retention was significantly higher in 
the TSPP group compared with standard recruitment and orientation. 
Further comparisons of professional development between TSPP and 
non-TSPP staff may help confirm the role of TSPP in recruitment and 
preparation of novice nurses for the ED.  
Finally, reporting bias may also be a limitation in many of the 
papers reviewed, as the researcher evaluating the TSPP was 
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commonly the person who developed or facilitated the TSPP (Alban et 
al., 1999; Betts, 2003; Considine & Hood, 2004; Glynn & Silva, 2013; 
Gurney, 2002; Jarman & Newcombe, 2010; Loiseau et al., 2003; 
Morphet et al., 2008; Winslow et al., 2009; Wolf, 2005). Also, the 
investment of time, energy and creativity in developing, facilitating and 
evaluating TSPPs may lead the authors’ to report only the positive 
aspects of their labour. A conflict of interest may exist, wherein fear of 
retaliation may limit participant honesty in feedback. A vested interest 
such as continued employment in their role as TSPP developer or 
Nurse Educator may also influence reported results.  
2.4  Recommendations 
Despite the limitations of single site studies, with small samples, 
the consistency in combined data from each of the above studies in 
Australian and international EDs supports the premise that emergency 
nursing TSPPs improve novice emergency nurse recruitment, retention, 
and professional development. The literature indicates that TSPPs have 
developed in an ad hoc manner, with varying duration, content, support 
and teaching strategies. To date, only one Australian emergency 
nursing TSPP,  being run by a single organisation in Victoria, has been 
evaluated and reported in the peer-reviewed literature (Considine & 
Hood, 2004; Morphet et al., 2008). Yet conference abstracts and 
government reports suggest the widespread use of emergency nursing 
TSPPs in Australia. As described in Chapter One, 14 years ago The 
National Review recommended a national framework be developed to 
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provide guidelines and standards for future TSPP development (Heath, 
2002). As a result, a working party was developed to evaluate TSPPs in 
NSW intensive care units. To date, this has not occurred for emergency 
nursing TSPPs. There is a need to identify the prevalence of 
emergency nursing TSPPs in Australia, and examine emergency 
nursing TSPP processes.  
2.5  Conclusion  
Emergency nursing TSPPs in Australia have developed in an ad 
hoc manner, with scant evaluation and few published outcomes. The 
processes within emergency nursing TSPPs in Australia are largely 
unreported in the peer-reviewed literature. An examination of the 
processes within emergency nursing TSPPs must be undertaken to 
identify where, and how, emergency nursing TSPPs are being delivered 
in Australia. There is also little evidence of the effects of TSPPs on 
nursing retention or professional development. TSPP outcomes need to 
be measured, and if TSPPs are shown to be beneficial for nursing 
recruitment, retention, and professional development, a framework to 
guide future emergency nursing TSPP development should be identified. 
A framework guiding the development of emergency nursing TSPPs will 
enable a standardised approach to the transition of novice emergency 
nurses, facilitating recognition of prior learning, and increasing the 
mobility of emergency nurses in Australia. 
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CHAPTERTHREE–RESEARCHDESIGN
3.1  Introduction 
The purpose of this chapter is to describe the research design 
used in this study.  The literature presented in Chapter Two indicates 
that emergency nursing TSPPs improve recruitment, retention, and 
professional development of novice emergency nurses. What is not 
known is the design and characteristics of emergency nursing TSPPs in 
Australia, and whether emergency nursing TSPPs are structured in a 
standardised way that could lead to a nationally recognised level of 
experience for Australian emergency nurses.  
This study was conducted in two phases, facilitated by a mixed 
method approach to data collection. After careful consideration, an 
explanatory sequential design was identified as being most suited to 
examine the breadth of emergency nursing TSPPs in Australia, explore 
the design, characteristics, and functions of emergency nursing TSPPs 
in Australia, and develop a framework for future emergency nursing 
TSPPs in Australia. As described in Chapter One, there were three 
research questions addressed in the two phases of this study: 
i) What is the prevalence of emergency nursing TSPPs in 
Australia?
ii) What are the characteristics and design of emergency 
nursing TSPPs in Australia? 
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iii) What are the functions of emergency nursing TSPPs in 
Australia?
As discussed in Chapter One, the theoretical framework used in 
this study was Donabedian’s Structure-Process-Outcome framework 
(1966, 1988). Using Donabedian’s framework, the structure of 
Australian EDs, process of TSPPs, and the outcomes or functions of 
TSPPs were examined. The application of Donabedian’s framework, 
and its relationship to the explanatory sequential design of this study is 
depicted in Figure 3.1.  Further discussion of how the framework has 
guided this research is presented within the description of each 
research phase. 
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Figure 3.1 The relationship of Donabedian’s ‘Structure-Process-
Outcome’ framework (1966, 1988) to this study  
Note. Uppercase letters = major emphasis; lower case letters = minor emphasis 
(Creswell & Plano Clark, 2011);TSPP = Transition to specialty practice program; 
ED = emergency department; NUM = Nurse Unit Manager; NE = nurse educator
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In this study, a priority was placed on the quantitative approach. 
Using a two-phase explanatory sequential approach, firstly, quantitative 
data were collected and analysed, and then the qualitative phase was 
undertaken, to explain and give context to the quantitative results 
(Morgan, 2007). In Phase One, a survey was conducted, and TSPP 
curriculum documents analysed, to develop a profile of Australian EDs, 
and identify the prevalence, design and characteristics of emergency 
nursing TSPPs in Australian EDs. The findings from Phase One guided 
the questions asked at interview in Phase Two of the study. In Phase 
Two, Nurse Unit Managers and Nurse Educators were interviewed to 
examine their perceptions of emergency nursing TSPPs.  
There are seven main sections to this chapter. In the first section, 
the use of a mixed methods approach is explained and justified. In the 
second and third sections, the design of the study and research setting 
are described. The ethical considerations and processes are described 
in the fourth section. In sections five and six, the two phases of the 
study are presented sequentially, with a description of the sampling 
procedures and data collection methods within each phase. Finally, the 
way in which the results will be reported is presented in section seven. 
The use of a mixed method approach will be explained and justified in 
the next section. 
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3.2  Mixed Methods  
The concept of mixing different research methods to examine a 
single phenomenon originated in 1959 (Creswell, 2009). Since then, the 
term ‘mixed methods’ has been used to refer to the combination of two 
different approaches to data collection and analysis in a single study. 
Used autonomously, both qualitative and quantitative research methods 
are sound, and are suitable for a variety of research questions. 
However, there are instances when the ability of one design to answer 
a complex research question is inadequate. On these occasions, the 
combination of both quantitative and qualitative research methods 
provides a more comprehensive understanding of the problem, by 
complementing a study with a second data type (Creswell & Plano 
Clark, 2011; Tashakkori & Teddlie, 1998).  
Researchers who utilise a mixed methods approach use terms 
such as ‘integrated’ and ‘combined’ to emphasise the notion that two 
approaches of data collection and analysis are blended together 
(Bazeley, 2009b; Fetters, Curry, & Creswell, 2013). Such blending 
allows descriptive data to be considered when quantitative data on its 
own does not show a statistically significant outcome (Cronbach, 1975). 
In so doing, this provides an opportunity to present a broad range of 
views, and presents a solution to the breadth versus depth dilemma of 
data collection (Tashakkori & Teddlie, 1998). A mixed methods 
approach also helps to contextualise and give meaning to the findings, 
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as data collected in Phase Two adds context to the Phase One findings 
(Morgan, 2007). 
3.2.1 Philosophical foundation of mixed methods research 
There has been much debate about the epistemology that 
underpins the mixed methods approach. Some authors argue that a 
combination of the positivist paradigm (quantitative) and constructivist 
paradigm (qualitative) is difficult because of their separate and different 
ontological worldviews (Sandelowski, 2000). Further, it has been 
suggested that the use of two differing methodologies to answer a 
single question constitutes two separate studies about the same topic 
(Bazeley, 2009a, 2012). By contrast, several authors suggest that the 
mixed methods approach is in fact the third paradigm (pragmatist), 
capable of bridging the gap between qualitative and quantitative 
positions (Bazeley, 2012; Plano Clark & Creswell, 2008; Tashakkori & 
Teddlie, 1998). A mixed methods approach is purported to neutralise 
the weaknesses of individual research methodologies whilst exploiting 
the advantages (Creswell & Plano Clark, 2011), thereby optimising the 
strengths of both qualitative and quantitative approaches, and providing 
a better understanding of the research problem than any single 
research approach may provide (Morgan, 2007; Tashakkori & Teddlie, 
1998).  
The distinction between induction (qualitative) and deduction 
(quantitative) is one of the key features that distinguishes quantitative 
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and qualitative approaches to research (Gilbert, 2006). Using a mixed 
methods approach, the researcher moves back and forth between 
induction and deduction, theorising about emergent themes, reflecting 
on and reconsidering conclusions, in an ongoing and iterative process 
(Gilbert, 2006). Morgan (2007) labels this process ‘abductive reasoning’, 
which enables deductive results from a quantitative approach to serve 
as inputs to the inductive goals of a qualitative approach.  For example, 
a researcher may first use a survey (deduction) to develop theories, and 
then use interviews (induction) to test the theories. This approach is 
presented below in Table 3.1. 
 
Table 3.1 
Mixed methods framework 
Qualitative 
approach
Quantitative 
approach
Pragmatic 
approach 
Connection of theory and 
data 
Induction Deduction Abduction 
Relationship to research 
process 
Subjectivity Objectivity Inter-subjectivity 
Inference from data Context Generality Transferability 
(Morgan, 2007) 
Morgan (2007) also argues that a researcher can be neither 
‘completely objective’, nor ‘completely subjective’, and therefore using a 
mixed methods approach, the researcher can move back and forth 
using an intersubjective approach, which recognises both objectivity 
and subjectivity in data analysis. Finally, Morgan (2007) rejects the 
notion that research can be either so specific that there are no 
implications that fall outside of one particular context (qualitative), or so 
broad that they apply to every context (quantitative). Instead, Morgan 
85 
(2007) espouses transferability as the pragmatic approach to the 
practical application of knowledge. In working back and forth between 
specific results and their more general implications, one may consider 
whether knowledge gained from one setting can be transferred to 
another and the factors that affect this. In so doing, Morgan (2007) 
argues that the pragmatic approach can achieve transferability of 
results.  
3.2.2 Types of mixed methods designs 
There are four basic mixed methods designs: convergent, 
exploratory, explanatory and embedded. Each of these designs has 
distinctions regarding when and how the data are collected, mixed and 
reported upon. The decision regarding which mixed methods design to 
use should be guided by the research aims and purpose, as well as 
how much is already known about the topic in question (Creswell & 
Plano Clark, 2011). Consideration must be given to the priority, 
sequence, and weight of the quantitative and qualitative data collection, 
and methods of analysis. A further consideration is the integration of the 
two sets of results in order to answer the research questions (Creswell, 
2009; Creswell, Fetters, & Ivankova, 2004; Creswell & Plano Clark, 
2011; Tashakkori & Teddlie, 1998; Teddlie & Tashakkori, 2009).  
When deciding about sequencing, or the order in which 
qualitative and quantitative data will be used, it is important to consider 
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how one source of data adds to what is learned from the other source 
(Creswell, 2009; Creswell & Plano Clark, 2011). As such, it is important 
to identify the data collection method that is most important to the 
research aim, and utilise that method as the principal means of data 
collection (Creswell, 2009; Creswell & Plano Clark, 2011). This 
approach will allow the development of a theory which can be tested in 
the second sequence or phase. An explanatory sequential design was 
used in this study. The study design will be described and justified in 
the following section. 
3.3  Study Design 
In this research, as previously described, an explanatory 
sequential design was used. There were two phases to the study. As 
shown in Figure 3.2, this design places a priority on quantitative data 
collection and analysis, followed by the collection of qualitative data to 
help explain and refine the quantitative results (Creswell, 2009; 
Tashakkori & Teddlie, 1998). Using this type of mixed method approach, 
the researcher moves from finding general information first, to then 
exploring more context specific information (Fetters et al., 2013).  
There were two stages in Phase One of this study. A survey 
provided statistical results in the form of numbers and frequencies, 
allowing the development of a profile of Australian EDs, and 
identification of the prevalence, design and characteristics of 
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emergency nursing TSPPs. Then, TSPP curriculum documents were 
analysed, to compare the proposed emergency nursing TSPP design 
and characteristics, with the reported delivery of emergency nursing 
TSPPs.   
Integration of each phase of the study is important when using a 
mixed methods approach, to avoid undertaking two separate studies on 
the same subject (Bazeley, 2012; Fetters et al., 2013). In this study, the 
phases were integrated at several points. Firstly, the sequential design 
allowed data collected in Phase One to guide data collection in Phase 
Two. The sample used in Phase Two were derived from the Phase One 
sample (Bazeley, 2012; Fetters et al., 2013; Ivankova, Creswell, & Stick, 
2006; Tashakkori & Teddlie, 2010). The interviews conducted with ED 
Nurse Unit Managers and Nurse Educators helped to clarify quantitative 
statistical relationships and provided context, enhancing or expanding 
on the data gathered in Phase One (Creswell, 2009; Fetters et al., 
2013). The findings have been reported by concept using Donabedian’s 
Structure-Process-Outcome framework (1966, 1988) in the following 
three chapters. In Chapter Four, the structure within Australian EDs has 
been reported, in Chapter Five the TSPP processes are presented, and 
in Chapter Six, the outcomes or functions of TSPPs have been 
presented. The results of the two phases are then integrated in the 
discussion presented in Chapter Seven.  
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Figure 3.2 The explanatory sequential design as applied to this study 
Note. Uppercase letters =  major emphasis; lower case letters = minor emphsais 
(Creswell & Plano Clark, 2011). 
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The decision to use mixed methods as an approach to this study 
was made for a number of reasons. A paucity of research on 
emergency nursing TSPPs in Australia meant an approach that started 
by examining the breadth of TSPPs was necessary. This was achieved 
by prioritising the quantitative approach. Starting with a quantitative 
approach facilitated the collection of data from a large sample across 
Australia. The data collection method was designed to maximise 
participant convenience, and participants could complete the survey 
online in their own time. This was expected to increase the response 
rate and ensure the data were representative of Australian EDs. 
Combining qualitative data added depth to the study, as well as 
providing context and meaning to the quantitative findings (Teddlie & 
Tashakkori, 2009). In the following sections, the research setting, ethics 
processes and the two phases of this study will be presented. 
3.4  Research Setting 
The settings for this study were 151 EDs located within the eight 
states and territories in Australia. Throughout this thesis, the term ‘state’ 
has been used to describe the eight states and territories.  
3.4.1 Site selection 
The AIHW identified 183 EDs throughout Australia that supplied 
‘non-admitted patient ED care data’ in 2008-09 (AIHW, 2010a). The 
EDs included on that list provided the population for the research 
setting. One of the major sampling considerations was the need for a 
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homogeneous sample that reflected a typical ED. The research team 
reached consensus that 19 EDs from the original AIHW hospital list 
(2010a) be excluded from the study population (Figure 3.3). Each of the 
19 EDs treated less than 5,000 patients between July 2009 and June 
2010 (AIHW, 2011), and it was highly unlikely that EDs with so few 
patient presentations could support an emergency nursing TSPP, both 
in terms of clinical exposure for novice emergency nurses, and because 
they were unlikely to have a Nurse Educator on staff who could facilitate 
an emergency nursing TSPP. Discussions with a number of Nurse Unit 
Managers and Directors of Nursing from those organisations confirmed 
that they did not have a Nurse Educator, nor did they run an emergency 
nursing TSPP.  
EDs were also excluded from the research setting if they 
specialised in a particular patient population. Thirteen hospitals with a 
specific patient population (five women’s hospitals, six children’s 
hospitals, and two eye and ear hospitals) were excluded from the study 
population, as the nurses were considered to be expert in their specific 
patient population, and their skill set was unlikely to compare with that 
of an emergency nurse. Most of the nurses working in women’s 
hospitals are qualified midwives, while nurses working in paediatric EDs 
typically obtain qualifications in paediatric nursing rather than 
emergency nursing. As such, these EDs were not considered 
homogeneous, and were removed from the potential sample. Exclusion 
of these 32 EDs, left 151 EDs in the potential study sample (Figure 3.3). 
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Inclusion of all 151 EDs was expected to increase the representative 
nature of the data collected. Ethics and research governance processes 
were then addressed for those 151 sites, as described in the section 
below. 
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Figure 3.3 Flow chart for identification of study sample 
13 EDs excluded, as provided specialist population services 
2 x eye and ear 
hospital EDs 
19 EDs excluded, as treated less than 5,000 patients per 
annum  
151 EDs in study population 
5 x women’s 
hospital EDs 
ED = emergency department 
AIHW = Australian Institute of Health and Welfare 
183 EDs identified by AIHW as being publicly funded 
6 x children’s 
hospital EDs 
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3.4.2  Hospital peer groups 
Data in this thesis were grouped and analysed by hospital peer 
group. The hospital peer group classifications (peer groups) cluster 
hospitals into broadly similar categories in terms of their range of 
admitted patient activities and regional location (AIHW, 2013). The use 
of peer groups facilitated reporting of aggregate data, and enabled 
comparisons to be made between EDs which had comparable annual 
patient presentation data and similar regional locations. There were five 
broad peer groups, with seven sub-groups in total. Each peer group and 
sub-group is presented and defined in Table 3.2.  
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Table 3.2 
Australian hospital peer groups (AIHW, 2013) 
Peer group Sub-group Definition 
Principal 
referral 
 Metropolitan hospitals with > 20,000 acute 
case-mix adjusted separations and rural 
hospitals with > 16,000 acute case-mix 
adjusted separations per annum 
   
Large major 
city 
Metropolitan Metropolitan acute hospitals treating more 
than 10,000 acute case-mix adjusted 
separations per annum 
   
 Regional & 
remote 
Regional acute hospitals treating > 8,000 
acute case-mix adjusted separations per 
annum, and remote hospitals treating > 5,000 
acute case-mix adjusted separations per 
annum 
   
Medium 
hospitals 
Group 1 Acute hospitals in metropolitan areas treating 
between 5,000 and 10,000 acute case-mix 
adjusted separations per annum, and in rural 
areas treating between 5,000 and 8,000 
acute case-mix adjusted separations per 
annum  
   
Medium Group 2 Acute hospitals in rural and metropolitan 
areas treating between 2,000 and 5,000 
acute case-mix adjusted separations per 
annum, and acute hospitals treating <2,000 
case-mix adjusted separations per annum but 
with >2,000 separations per annum 
   
Small Rural Small rural acute hospitals (mainly small 
country town hospitals), acute hospitals 
treating <2,000 separations per annum, and 
with less than 40% non-acute and outlier 
patient days of total patient days 
   
 Remote Small remote hospitals (<5,000 acute case-
mix-weighted separations but not MPS and 
not ‘community non-acute’. Most are <2,000 
separations 
There were few EDs in the medium and small peer sub-groups. 
As a result of the limited numbers in these subgroups, the two ‘medium’ 
peer sub-groups were merged to make one peer group labelled 
‘medium metropolitan and rural’. The two ‘small’ peer sub-groups were 
merged to make one peer group labelled ‘small rural and remote’. The 
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number of EDs in the sample in each original peer group, and the 
revised peer groups for this study, are presented in Table 3.3. 
Table 3.3 
Number of emergency departments in sample by original peer sub-
groups and revised peer groups 
Original peer 
group 
Original peer 
sub-group 
Number 
within 
each 
group 
Revised peer 
group 
Number 
within 
revised 
peer 
group 
Principal 
referral 
Principal referral 72 Principal referral 72 
Large major 
city 
Metropolitan 19 Large metropolitan 19 
 Regional & 
remote
18 Large regional & 
remote 
18
Medium  Group 1 23 Medium 
metropolitan & rural 33 Group 2 10 
Small Rural 4 Small rural & 
remote 9 Remote 5 
 
3.4.3 Annual patient presentations to selected sites 
ED attendance data were recorded from the MyHospitals website 
(www.myhospitals.gov.au/). The MyHospitals website provides service 
and performance information for over 1,000 Australian public and 
private hospitals (National Health Performance Authority, 2013). Patient 
presentation data are reported to the National Non-Admitted Patient 
Emergency Department Care Database annually, and then published 
by the AIHW on the MyHospitals website. The website is run by the 
National Health Performance Authority, and thus was considered the 
most accurate national source of ED attendance information.  
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There were 5,596,659 patient presentations to the 151 EDs in 
this study sample in 2011-2012 (National Health Performance Authority, 
2013). The median number of patient presentations per ED was 34,645 
for the year studied. ED 44, a principal referral ED in Queensland, had 
the most patient presentations (n = 117,737) and ED 50, a medium 
metropolitan and rural ED in Victoria had the least patient presentations 
(n = 6,306) in 2011-2012 (National Health Performance Authority, 2013). 
There were substantially more patient presentations in 2011-2012 to 
principal referral EDs (Mdn = 51,451) than any other peer group (Table 
3.4). When compared by state, the Northern Territory had the fewest 
patient presentations per ED (Mdn = 14,311). The Australian Capital 
Territory (ACT) (Mdn = 59,152) and South Australia (Mdn = 51,841) had 
more patient presentations per ED than other states.  The median 
patient presentations in other states ranged from 28,789 – 46,288. 
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Table 3.4 
Number of emergency department patient presentations in 2011-2012, 
by peer group and state 
No. of patient presentations in 2011-
2012 
Mdn* IQR* 
Peer group 
Principal referral (n = 72) 51,451 41,405-62,190 
Large metropolitan (n = 19) 34,450 31,211-43,050 
Large regional & remote (n = 18) 24,863 20,157-32,673 
Medium metropolitan & rural (n = 33) 18,477 13,428-24,996 
Small rural & remote (n = 9) 12,179 9,147-17,690 
   
State   
ACT (n = 2) 59,152 - 
NSW (n = 62) 28,789 17,310-42744 
NT (n = 5) 14,311 10,451-52793 
QLD (n = 23) 46,288 36,254-52,963 
SA (n = 7) 51,841 39,647-64,908 
TAS (n = 4) 34,494 23,279-46,226 
VIC (n = 34) 35,101 20,099-56,502 
WA (n = 14) 41,930 26,369-58,943 
Note. ACT = Australian Capital Territory; NSW = New South Wales; NT = 
Northern Territory; QLD = Queensland; SA = South Australia; TAS = Tasmania; 
VIC = Victoria; WA = Western Australia 
*Data sourced from MyHospitals website (National Health Performance Authority, 
2013). 
3.5  Ethical Considerations 
This study was conducted in accordance with the National 
Statement on Ethical Conduct in Research Involving Humans (National 
Statement) (National Health and Medical Research Council, [NHMRC], 
2007). This study did not entail serious risks for the participants, and 
potential research risks were minimised by careful consideration of 
ethical matters pertaining to the conduct of the research. The data 
collected during the study were stored on the researcher’s computer, 
which was password protected. The anonymity of participating hospitals 
was protected in publications pertaining to the study. No names or 
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identifying features of the organisations were published and data 
pertaining to demographic characteristics were presented in aggregate 
form (Polit & Beck, 2014). 
Both organisational consent and individual consent were 
required for this study. Organisational consent was obtained from the 
Research Governance Officer at each site, and this will be described in 
more detail later in this chapter. Individual consent was ensured through 
the use of participant information and consent forms (PICF) (Appendix 
A). The PICF provided an outline of the research objectives, and 
informed participants of the risks and benefits of the research. 
Participants were then in a position to make an informed decision about 
participation in the study. In Phase One of this study, consent was 
implied by submission of the online survey (deVaus, 2002). In Phase 
Two of this study, consent to participate in the interview was obtained 
when participants voluntarily provided their details to the researcher for 
follow-up. The consent form was then completed by each participant 
prior to the interview being conducted. 
3.5.1 Ethics, research governance and research 
collaboration approval processes 
All EDs meeting the inclusion criteria (n = 151) were included in 
the study sample, making this a multi-centre research study. The 
NHMRC have introduced measures which aim to minimise the 
duplication and delays associated with seeking multiple ethical reviews 
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(NHMRC, 2012, 2013b). In keeping with this approach, at the time of 
the study, NSW, Queensland and Victoria had introduced ‘single ethics 
review’ or ‘mutual acceptance’ programs whereby approval by one 
certified Human Research Ethics Committee (HREC) is recognised by 
the other HRECs in that state (NHMRC, 2013a). Under these single 
ethics review provisions, following ethics approval by one certified 
HREC, ethics approval is not required to be sought at subsequent 
public health organisations within the same state, and instead, site-
specific research governance approval is required (NHMRC, 2012). 
Despite the single ethics review programs offered within some 
states, the effort required to obtain ethics approval at each of the 151 
EDs was extremely complex and time consuming, because of the 
various jurisdictions involved. The study was considered low risk 
(NHMRC, 2013b). Data were collected using surveys and interviews 
with Nurse Unit Managers and Nurse Educators, which might be 
considered to cause inconvenience to participants but were not likely to 
be harmful. In NSW, Queensland and Victoria, under the single ethics 
review programs, a low / negligible risk ethics application was 
completed using the Australia Online Forms for Researchers website 
(NHMRC, 2013a), and submitted to an NHMRC certified primary HREC 
in each state. In other states, ethics applications were submitted to 
individual health services, as advised by the HREC secretary or Chief 
Nursing Officer. As appropriate, copies of previous HREC approval 
letters were submitted to support the application and demonstrate 
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previous peer review. In total, ethical approval to conduct the research 
was sought and obtained from twelve HRECs including Deakin 
University which provided the indemnity insurance for the study 
(Appendix B).  
As shown in Figure 3.4, following ethics approval from each 
relevant state or health service HREC, research governance approval 
was requested of the Chief Nursing Officer at each site. Research 
governance decisions are an executive function and should be made by 
the governing authority of the institution (NHMRC, 2012). As such the 
Chief Nursing Officer was considered the appropriate person to provide 
research governance for this study. Half the Chief Nursing Officers 
provided research governance approval to conduct the research (n = 33 
health services, 50 EDs). Eleven EDs were excluded from the study by 
Chief Nursing Officers. Two of the sites that were excluded had been 
reclassified and no longer provided ED services, four sites provided 
public services but were privately operated, two EDs were experiencing 
staffing issues, and no reason was provided as to why the final three 
sites declined inclusion in the study sample. 
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Figure 3.4 National ethics, research governance and research 
collaboration process 
Site-Specific 
Application x 24
services  
(68 EDs) 
Approved x 
33 services 
(50 EDs) 
Redirected to 
HREC x 32 
services 
(90 EDs) 
Ethics application 
approved x 12 
Apply to Chief Nursing Officer for 
research governance approval x 67 
health services (151 EDs) 
Access 
Request 
application x 8 
services  
(22 EDs) 
Participants 
recruited at 65 
services  
(140 EDs)  
Approved x 32 
services  
(90 EDs) 
2 hospitals 
reclassified – 
no ED services 
(2 EDs 
removed from 
sample) 
LNR = low / negligible risk 
HREC = human research ethics committee 
ED = emergency department
LNR ethics application submitted to HREC x 1212
Declined 
access x 2 
services  
(9 EDs 
removed 
from sample)
Research 
collaboration 
agreement x 5 
services  
(11 EDs) 
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In many health services further research governance processes 
were required, and site-specific applications (n = 24) or access requests 
(n = 8) were submitted. The purpose of site-specific applications and 
access requests is to ensure that facilities and resources are available 
to support the study at the site of application, and that appropriate legal 
and indemnity insurance is in place (NHMRC, 2012). Site-specific 
applications and access requests were arduous to complete, as they 
required the researcher to obtain signatures from Chief Nursing Officers, 
Directors of Nursing, Medical Directors, and in Queensland, the Chief 
Finance Officer for each ED. Obtaining signatures from all of these 
people at 90 sites across Australia involved multiple phone calls and 
emails to the staff involved and their personal assistants. On average, 
four emails and five phone calls were made to obtain each signature. 
Upon receipt of relevant signatures, the research governance 
applications were submitted to each organisation for review.  
Despite the NHMRC guideline which advises against research 
governance decisions being made by HRECs (NHMRC, 2012), 
organisational processes meant that the site-specific applications and 
access requests were reviewed by health service HRECs and approval 
was subsequently provided. Completion and submission of the ethics 
and research governance applications was onerous. There were 
several challenges which arose due to variations in processes between 
and within states, and these are described below. 
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NSW was the only state which utilised both site-specific 
applications and access requests. There was some ambiguity in the 
government documents which guided the use of these mutually 
exclusive forms. The confusion arose as a result of the recruitment 
methods in this study. Access requests are appropriate when the 
research is not conducted within the hospital premises (NSW 
Government, 2010b, 2011b), as in this study. However, using access 
requests, recruitment can only be undertaken via ‘posters, leaflets, 
handouts, and letter of invitation but not through direct contact with 
potential participants’ (NSW Government, 2010a, p. 13). The use of 
email to recruit participants is not specifically addressed in the NSW 
research governance policies, and this led to varied advice from 
Research Governance Officers regarding which document to submit to 
each site. As a result, eight NSW Research Governance Officers 
requested access requests, while five NSW Research Governance 
Officers requested site-specific applications.  
In Queensland, a research collaboration agreement between the 
health service and Deakin University was also requested by five health 
services.  The research collaboration agreement primarily aimed to 
ensure adequate indemnity insurance was in place. This research was 
conducted under the auspices of Deakin University, and the study was 
covered by Deakin’s public liability and professional indemnity 
insurance (Deakin University, 2010). The research collaboration 
agreement was facilitated by the Senior Grants Officer and the Solicitor 
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and University Privacy Officer at Deakin University. The research 
collaboration agreements proved to be a barrier to the progress of this 
study, taking an average of 10.4 weeks (range 3.5 - 17 weeks) to 
negotiate.  
In Victoria, despite ethics approval being obtained from a 
certified single review HREC, the Research Governance Officers at 
three health services advised that an additional low risk ethics 
application needed to be submitted to their health service HREC for 
approval. It is worth noting that two of these health services had 
NHMRC certified single review HRECs, and as such, should have been 
aware of the mutual acceptance provisions for low-risk research within 
Victoria (NHMRC, 2012). None of these health services utilised the 
ethics forms available on the Australia Online Forms for Researchers 
website, and instead, health service specific low-risk ethics applications 
were completed and submitted to each site. The completion, 
submission and review of these additional forms added an extra six 
weeks to the Victorian ethics application process.  
Finally, in 2012, changes were made to the way that South 
Australian HRECs reviewed ethics applications, with a move toward 
single ethical review (South Australian Office of Research Development, 
2012). However, at the time of ethics application for this study, the 
single ethical review process was not in place in South Australia, and 
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research governance approval was provided by Chief Nursing Officers 
based on prior ethics review. 
The ethics, research governance, and research collaboration 
process took 16 months from the date of first submission to receipt of 
the final approval, and resulted in approval to collect data in 140 EDs. 
The time taken to receive approval at each site ranged from 1 day to 34 
weeks (average 39 days) (Table 3.5).  
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Table 3.5 
Organisational ethics process 
Note. ACT = Australian Capital Territory; NSW = New South Wales; NT = Northern Territory; QLD = Queensland; SA = South Australia; TAS = 
Tasmania; VIC = Victoria; WA = Western Australia. 
Location No. of 
health 
services 
No. of 
hospitals 
No. of low 
risk ethics 
applications 
No. of site-
specific 
applications  
No. of 
access 
requests 
No. of 
research 
governance 
approvals 
No. of 
research 
collaboration 
agreements 
Time from 
submission to 
approval (days) 
EDs
approved 
for
inclusion  
n n n n n n n Average Range n 
Deakin 
University 
- - 1 - - - - 21  - 
ACT 2 2 2 - - - - 63 42-84 2 
NSW 16 61 1 5 8 3 - 35 3-154 58 
NT 2 5 2 2 - 0 - 47 14-81 4 
QLD 13 23 1 7 - 8 5 35 1–119 22 
SA 3 7 - - - 3 - 5  1-11 5 
TAS 3 4 - - - 4 - 3 1-10 4 
VIC 24 35 4 10 - 13 - 46 1–238 34 
WA 4 14 1 - - 2 - 77 3-70 11 
           
Total 67 151 12 24 8 33 5 39 1–238 140 
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3.5.2 Research Governance  
Research projects must be monitored by an HREC to ensure that 
they are conducted in accordance with the conditions of the HREC’s 
ethical approval (Jenkins, Bennett, Frommer, & Madronio, 2006). The 
duration of this study meant that annual reports were submitted to 36 
HRECs in 2013 and 2014. The study was also presented annually at 
the Deakin University School of Nursing and Midwifery research school. 
3.5.3 Data Storage and Access 
All data collected during the study were stored in accordance 
with Deakin University data storage guidelines, within a secure area in 
the researcher’s locked office. Only the researcher and the research 
supervisors had access to the data and electronic data files were 
password protected. On completion of the study, the data were archived 
at Deakin University in accordance with Deakin University data storage 
guidelines, and will be stored for seven years from the date of 
publication. 
3.6  Phase One – Quantitative Phase  
Following ethics, research governance and research 
collaboration approval for each site, Phase One of the study began in 
February 2013. The primary purpose of Phase One was to collect data 
on the structure of Australian public EDs, and the TSPP processes
within Australian public EDs. Some data regarding outcomes of TSPPs 
were also collected. This approach is supported by Donabedian (1976, 
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1988), who acknowledged that data relating to structure, process and / 
or outcome can intersect, and be difficult to examine separately. There 
were two stages of data collection, using two different methods, in 
Phase One of the study. First, data were collected via surveys sent to 
ED Nurse Unit Managers and Nurse Educators at the 140 sites 
approved for data collection. Then, TSPP curriculum documents were 
analysed to identify in more depth the expected design and 
characteristics of TSPPs, and to compare these with the reported 
delivery of TSPPs. Combining data collection methods helps to validate 
and contextualise findings (Brown et al., 2008). The data from both 
stages were synthesised in the reporting of the results (Bazeley, 2009b; 
Fetters et al., 2013). A description of the method used in Phase One of 
this study, including the survey design, sample, data collection, and 
data analysis will be presented in the following section.    
3.6.1 Phase One sample 
Purposive sampling was used as a way of selecting the 
personnel most likely to be able to provide the information required 
(deVaus, 2002; Schneider et al., 2013) to develop a profile of the 
emergency nursing TSPPs available throughout Australia. As such, a 
Nurse Unit Manager and a Nurse Educator at each of the 140 
Australian publicly funded EDs approved for data collection were 
included in the sample. Purposive sampling from such a broad selection 
of EDs was expected to increase the representative nature of the data 
collected. The ED Nurse Unit Manager is responsible for the daily 
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management of the ED, including nurse staffing. As such, the Nurse 
Unit Manager is uniquely able to answer questions about the ED profile. 
An ED Nurse Educator is an RN responsible for delivering education in 
an ED (Conway & Elwin, 2007; Sayers et al., 2011). The Nurse 
Educator was able to provide information about the TSPP and other 
educational resources available in the ED.  
The term Nurse Educator is a broad one, which encompasses all 
RNs who are responsible for delivering education (Conway & Elwin, 
2007; Sayers et al., 2011). The Nurse Educator classification varies 
according to staffing based on ED size and management. In smaller 
EDs, Nurse Educators may be employed as a RN, with additional 
education responsibilities. More commonly, Nurse Educators are 
employed as a Clinical Nurse Educator (CNE), a role that has a higher 
level of responsibility and remuneration. The CNE is an RN who plans, 
facilitates and evaluates nursing education and professional 
development programs within the hospital setting to support the 
educational needs of nurses (Conway & Elwin, 2007; Sayers & 
DiGiacomo, 2010; Sayers et al., 2011). The CNE is usually employed in 
a dedicated, supernumerary role. The survey was sent to the highest 
level of Nurse Educator available within each ED, as identified by each 
Director of Nursing. In most EDs that person was a CNE, but in some 
EDs, it was a nurse employed in an RN position, who was also 
responsible for education. Recruitment of participants is discussed 
further in the following section. 
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3.6.2 Recruitment of participants 
Following receipt of ethics, research governance and research 
collaboration approval, the names and email addresses of each Nurse 
Educator and Nurse Unit Manager were obtained by the researcher 
from the Director of Nursing.  A personalised email was sent to each 
Nurse Educator and Nurse Unit Manager, inviting them to participate in 
the study. Personalised invitations to participate in research increases 
participation rates (Dillman, 2000; Ye, 2007). The email invitation 
included a brief explanation of the study (Appendix C), the PICF, phone 
and email contact details for the primary researcher so that participants 
could ask questions regarding the study, and a link to the appropriate 
web-based survey.  
The survey required participants to identify the hospital at which 
they were employed.  Identification of the hospital served two purposes. 
Primarily, it allowed the data entered by the Nurse Unit Manager to be 
matched to the data entered by the Nurse Educator, so that a complete 
set of data were available for each ED. It also enabled the researcher to 
identify those EDs from which the Nurse Unit Manager or Nurse 
Educator had not yet responded, so that reminder emails could be sent, 
to increase response rates (Sue & Ritter, 2007; VanGeest & Johnson, 
2011; Ye, 2007). Three emails were sent at two week intervals 
reminding participants about the survey. A final reminder email was 
sent two weeks prior to the closure of the survey, announcing the 
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survey ‘shut down’ time.  Announcement of a shut down time of web-
based surveys has been shown to increase response rates by eight per 
cent (Ye, 2007).  
3.6.3 Phase One data collection 
3.6.3.1 Survey tool selection and development 
Survey data were collected using web-based descriptive surveys, 
set up on SurveyMonkey (2011). The surveys were used to gather data 
on hospital structure, that is, to develop a profile of the EDs in Australia, 
and to gather data on TSPP process; the prevalence, design, and 
characteristics of the TSPPs studied.  A descriptive survey design 
suited this purpose, as they are designed to find facts or count 
information (characteristics, associations of events) from a 
representative sample, and then make inferences about the population 
as a whole (Oppenheim, 1992). There are many advantages to using 
web-based surveys, including easy distribution, faster response times, 
decreased costs, improved participant convenience, better data quality 
(Roberts, 2007), increased relevance of questions via the use of skip 
logic (deVaus, 2002; Roberts, 2007), and reduced data entry errors 
(Jansen, Corley, & Jansen, 2007; Roberts, 2007).   
Initially, the researcher intended to use a single survey, however 
as described below, piloting of the survey indicated that two separate 
surveys would result in more complete data collection.  As a result, two 
surveys were developed. The first survey, the ‘Survey of Existing 
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Resources in ED’ (Appendix D) was designed to be completed by ED 
Nurse Unit Managers, and collected data about the ED and staffing 
profile (number of ED treatment spaces, rostered nursing hours, and 
nurses qualifications). The second survey, the ‘Survey of Education and 
Resources in ED’ (Appendix E), was designed to be completed by the 
ED Nurse Educator. This second survey collected data on TSPPs and 
nurses education. The surveys were developed in four steps: i) identify 
the data for collection; ii) draft questions; iii) establish validity of the tool; 
and iv) pilot the survey. These four steps of survey development are 
described below.  
The first step of survey design involved reading the literature and 
writing a plan to determine which data the researcher sought to obtain 
from the survey. The ‘Transition to Intensive Care Nursing’ report (Boyle 
et al., 2008) was identified during this review of the literature. An email 
to the corresponding author (Martin Boyle) resulted in receipt of the 
‘Transition to Intensive Care Nursing, Survey of Existing 
Education/Transition Programs and Resources’ survey, with permission 
for its use. The ‘Transition to Intensive Care Nursing, Survey of Existing 
Education/Transition Programs and Resources’ survey was developed 
by a steering committee which was evaluating intensive care nursing 
TSPPs in NSW. Chaired by the NSW Chief Nursing Officer and 
comprising representatives from the Australian College of Critical Care 
Nurses (ACCCN) NSW branch, NSW state-wide Critical Care Services 
Development, the College of Nursing and the university sector, the 
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steering committee developed and revised questions in the survey until 
consensus was reached among the working party (Boyle et al., 2008). 
This was the only tool of its kind located in the literature, and so 15 
questions from the survey were utilised by the researcher for this 
current study, with minimal adaptation (Table 3.6). 
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Table 3.6 
Questions adapted from the ‘Transition to Intensive Care Nursing, 
Survey of Existing Education/Transition Programs and Resources’ 
survey and used in the ‘Survey of Education and Resources in ED’ 
Question 
No.
Question 
1 What is the name of the hospital you work at? 
9 Who is responsible for coordinating your emergency department 
transition support program? 
10 Who delivers your transition support program? 
16 What is the average duration of your transitional support program? 
21 On average, how many clinical support / supported / supervised 
shifts are provided per participant during the transitional support 
program? 
24 Does the transitional support program:  
x assign participants a mentor? 
x assign participants a preceptor? 
x use learning packages? 
x use assessment tools? 
x use competency assessments? 
x provide a certificate on completion? 
28 Does your ED have a nursing position that is responsible for 
education? 
29 What award classification is this position? 
30 Is the education position supernumerary? 
43 What is the FTE allocated to the education position in the ED? 
44 Describe how you ensure that nurses in your ED can provide ‘safe 
and effective’ nursing care (eg competencies, subjective cues, 
audit, incident monitoring etc) 
33 Do all new nurses have access to: 
x ED orientation? 
x continuing educational support? 
x ongoing competency development? 
35 What educational facilities are available to your ED staff? (Tick all 
that apply) 
x Tutorial room in the hospital 
x Library 
x Librarian 
36 What distance education resources are available to emergency 
nurses in your ED (Tick all that apply) 
x Video conference 
x Internet 
x Intranet 
x Teleconference 
x Other(please specify) 
37 What postgraduate emergency nursing courses are available to 
nurses in your ED? (Tick all that apply)  
x Hospital based 
x College of Nursing 
x University 
x Other (please specify) 
(Boyle et al., 2009) 
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The second step of survey development involved drafting the 
new questions and ordering them appropriately for flow, to make 
answering the questions simpler for participants. At this step, one 
survey had been developed, comprising 49 questions presented in 
three sections. The first section related to the ED profile; the second 
section contained questions on TSPPs, and the third section examined 
other educational resources. These will be described in more detail 
below. 
Profile of Australian EDs 
The number of treatment spaces was used, in conjunction with 
the annual patient presentation data, to provide an estimate of the size 
of the ED. For the purpose of this study, ED treatment spaces included 
any space within the ED which had a nurse allocated to provide patient 
care. This included resuscitation bays, cubicles with trolleys and chairs, 
and procedure rooms such as those used for plastering and suturing. 
All of these different treatment spaces have been presented as one 
total number for each ED.  
Nurse staffing data, including rostered nursing hours, nursing 
recruitment and attrition in the previous twelve months, and skill mix 
were collected to provide context to the ED setting. Nursing recruitment 
was defined as the number of nurses employed into an ED over the 
previous twelve month period. Nurse attrition is measured by dividing 
the number of nurses who left an ED in the twelve-months preceding 
116 
data collection, by the total number of nurses on the roster in the same 
time period, multiplied by 100  (Buykx et al., 2010; O'Brien-Pallas et al., 
2010).  
To examine nursing skill mix, Nurse Unit Managers were asked 
to indicate how many of their rostered nurses were RNs and how many 
were Enrolled Nurses. Nurse Unit Managers were also asked to 
indicate how many nurses held a relevant postgraduate qualification, 
and how many were employed as a Clinical Nurse Specialist (CNS). For 
the purpose of this study, a relevant postgraduate qualification was 
defined as a graduate certificate or higher level of qualification in 
emergency nursing or critical care.  A Graduate Certificate in 
Emergency Nursing typically involves advanced levels of emergency 
nursing practice in the clinical setting, combined with academic study 
and assessment, and takes twelve months to complete. Comparison of 
the percentage of rostered nurses with relevant postgraduate 
qualifications was made to determine if EDs with TSPPs had a greater 
percentage of nurses with emergency nursing qualifications.  
Owing to variations in state industrial relations agreements, the 
term CNS has been used to describe both CNS and Clinical Nurse 
Consultant staff. An emergency CNS is an RN with a high degree of 
knowledge, skill, and clinical decision-making in emergency nursing. 
RNs who hold this position have at least two years’ emergency nursing 
experience, and have completed postgraduate study in emergency 
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nursing or critical care, or have a minimum of four years’ post-
registration experience, including three years’ experience in the 
emergency department (Victorian Hospitals' Industrial Association, 
2012). The number of CNS staff on the nursing roster was considered 
to reflect the level of professional development of the nursing team 
within the ED. The method used to calculate the percentage of nurses 
with relevant postgraduate qualifications, and the percentage of nurses 
employed as a CNS per ED is described later in this chapter, in Section 
3.6.4.1 ‘Statistical analysis’. 
Prevalence, design, and characteristics of emergency nursing TSPPs  
To identify the prevalence, design, and characteristics of 
emergency nursing TSPPs in Australia, Nurse Educators were asked to 
indicate if the ED they worked in offered an emergency nursing TSPP, 
and the duration, mode of delivery, content, and amount of orientation, 
supernumerary time and clinical support shifts provided, as well as the 
aims and theoretical underpinning of the TSPP. Nurse Educators were 
also asked to indicate which staff facilitated and delivered the TSPP. 
Nurse Educators were provided with a list of content areas, and asked 
to indicate which of those content areas were covered in the TSPP. 
They were also given the option of adding additional content.  
The orientation, supernumerary time and clinical support shifts 
provided to TSPP participants were examined, as a way of estimating 
the resources utilised within TSPPs. Orientation days were defined as 
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those first days of employment typically spent orientating TSPP 
participants to the ED environment, policies and protocols, staff and 
paperwork. Supernumerary shifts were defined as shifts spent working 
alongside and observing an experienced emergency nurse, without 
direct responsibility for the patient load. By comparison, during a clinical 
support shift, the TSPP participant is responsible for the clinical patient 
load, and an experienced emergency nurse is present in a 
supernumerary capacity to provide guidance and support. 
Other Educational Resources 
The educational resources available to ED staff, including Nurse 
Educator hours and physical resources such as a learning space, 
hospital library and Internet access were examined to help describe the 
educational setting within each ED. The Internet offers valuable 
educational resources to emergency nurses, such as access to poisons 
information (Victorian Poisons Information Centre, 2014), clinical 
practice guidelines from sources such as The Royal Children’s Hospital 
(2014), and MIMS Australia medicines information (MIMS Australia, 
2014), and is therefore a useful educational resource. The provision of 
continuing educational support was also examined, to identify the 
education which was available to nurses who were not in a structured 
program, such as the TSPP or a postgraduate program. Continuing 
educational support was defined as the provision of educational 
activities which further develop the knowledge or skills of the 
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emergency nurse (Furze & Pearcey, 1999), and are offered to nurses of 
all experience and qualification levels. 
The survey contained both open and closed questions, to 
enhance data collection (Polit & Beck, 2014). Skip logic was utilised, to 
ensure that participants were not asked questions which did not relate 
to their ED (deVaus, 2002). For example, if a participant indicated that 
their ED did not offer a TSPP, then skip logic directed the participant 
away from further TSPP questions, and on to section three, examining 
other educational resources. Having drafted the questions, the survey 
was entered into SurveyMonkey (2011). The email link was then sent to 
the research supervisors, who reviewed the survey for interpretation, 
meaning and functionality.   
The third step of survey development established face and 
content validity of the tool (Polit & Beck, 2014). The web-link for the 
survey was sent to three senior emergency nurses with extensive 
experience in quantitative research. Each of the experts had some 
experience in emergency nursing TSPPs, but were excluded from the 
study sample as none were employed as an ED Nurse Educator or 
Nurse Unit Manager at the time of data collection. The experts provided 
feedback regarding the wording and flow of questions, ensuring that 
questions were both appropriate and clearly written. All three experts 
agreed the questions addressed the study aims and were appropriate 
120 
questions for the study participants, thus confirming face and content 
validity (deVaus, 2002; Polit & Beck, 2014).    
The fourth and final step of the survey design (step four, piloting) 
aimed to establish survey reliability. The survey was sent to three 
people who had recently held Nurse Educator positions and three 
people who had recently held Nurse Unit Manager positions within 
Australian EDs, and had been responsible for emergency nursing 
TSPPs within their organisations. These six senior emergency nurses 
were invited to pilot the survey because they were familiar with the ED 
function and staffing as well as the TSPP, so could interpret and answer 
questions appropriately. The six experts were excluded from the main 
study. 
The web-link was sent to the six experts, with a request to 
complete the survey as though they were still working in their previous 
positions as Nurse Educators or Nurse Unit Managers within the ED. 
The respondents understood that the purpose of their completing the 
survey was to inform the survey design only (declared testing). Results 
at this stage confirmed survey reliability, with similar results repeated 
(deVaus, 2002; Schneider et al., 2013). Participants also provided 
feedback regarding question content. The three Nurse Unit Managers 
indicated they would be unable to easily answer questions about the 
design and characteristics of the TSPP, while the three Nurse 
Educators indicated they would be unable to answer questions about 
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nurse staffing. Based on this feedback the survey was split into two 
separate surveys; the ‘Survey of Existing Resources in ED’ contained 
16 questions about the ED and staffing profile and was designed to be 
completed by Nurse Unit Managers. The ‘Survey of Education and 
Resources in ED’ contained 37 questions about the TSPP and 
educational resources available within the ED, and was designed to be 
completed by Nurse Educators.  
3.6.3.2 Curriculum documents 
To better understand shared components of TSPP design and 
characteristics, the curriculum documents were obtained for five TSPPs; 
drawn from four different states. The Queensland and NSW state-wide 
emergency nursing TSPP curriculum documents were analysed, along 
with emergency nursing TSPP curriculum documents from three large 
health services in other states. Further TSPP curriculum documents 
were requested from Chief Nursing Officers or Directors of Nursing at 
24 sites, but requests either went unanswered or access was declined. 
To ensure confidentiality, the TSPP curriculum documents were 
labelled A – E, and have been referred to in that manner throughout the 
thesis. 
Given the variability in emergency nursing TSPP characteristics, 
particularly within NSW and Queensland wherein state-wide programs 
were in place, the curriculum analysis aimed to examine emergency 
nursing TSPP design and characteristics, and compare these with 
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reported TSPP design and characteristics. Curriculum analysis allowed 
the researcher to better understand the educational approach taken by 
Nurse Educators in the design of TSPPs. The curriculum analysis 
aimed to identify shared components of TSPP design and 
characteristics, and was examined using the results from the survey as 
a guiding framework (Moretti et al., 2011; Polit & Beck, 2014). This 
process is described in further detail later in this chapter, in Section 
3.6.4.2 ‘Content analysis’. 
3.6.4 Phase One data analysis 
Using an explanatory sequential process, data from each phase 
was analysed as it was collected, and then integrated and interpreted in 
its entirety (Plano Clark & Creswell, 2008). The Phase One data were 
collected via the web-based survey (SurveyMonkey), TSPP curriculum 
review, and the MyHospitals website (AIHW, 2011). Data pertaining to 
individual organisations were initially identifiable as participants were 
required to identify their employing hospital in the survey. This allowed 
a survey completed by a Nurse Unit Manager to be matched to the 
corresponding survey completed by a Nurse Educator where possible, 
and to be tallied with AIHW annual patient presentation data. Each ED 
was then assigned a numeric identification number for data analysis, 
and individual EDs could not be identified during data analysis, although 
they could still be linked to their peer group and state. 
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The primary outcome measures in Phase One of this study were 
to develop a profile of Australian EDs, including ED size, nurse staffing 
and educational resources (structure); and to identify the prevalence, 
design, and characteristics of emergency nursing TSPPs in Australia 
(TSPP processes). As described earlier in this chapter, data were 
grouped and analysed according to hospital peer groups. Secondary 
outcome measures were to compare the nursing recruitment, retention, 
and professional development between EDs with TSPPs and EDs 
without TSPPs (outcomes). To enable these comparisons, EDs with 
TSPPs were matched and paired with EDs without TSPPs. The plan 
was to pair EDs based on peer group, regional area, annual patient 
presentation numbers and total rostered nursing hours. Annual patient 
presentation data were considered similar if they were within ten per 
cent of each other. Such pairing minimised the influence of ED size or 
regional area on outcome measures. The intent was to make as many 
pairs as possible, to maximise the sample size for statistical analyses.  
Only 31 participants reported that TSPPs were not offered in 
their EDs. Six of the EDs without TSPPs were unable to be paired, five 
EDs (EDs 19, 46, 49, 56, 109) were in the small regional and remote 
peer group, which had no EDs with TSPPs, and one principal referral 
ED (ED 4) was located remotely, and had no corresponding ED in the 
same peer group and regional area. This left 25 EDs without TSPPs to 
match to corresponding EDs with TSPPs. 
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Initially, pairs were made based on corresponding peer group, 
regional area, patient presentation numbers and nursing FTE. At the 
end of that process, there were only two pairs of EDs. Many of the 
unpaired non-TSPP EDs had not provided total rostered nursing hours 
data. The remaining EDs were dissimilar in at least one of the pairing 
criteria, and were unable to be matched. Therefore, the criteria used to 
pair the EDs were modified, and pairs were formed based on ED peer 
group, regional area and patient presentation numbers. Seven EDs in 
the non-TSPP group still could not be paired (EDs 6, 51, 60, 67, 72, 98, 
104) due to there being no ED with TSPP in the same peer group and 
regional area, with similar annual patient presentation numbers. 
Ultimately, 18 pairs were formed (Appendix F). 
3.6.4.1 Statistical analysis 
Nominal and ordinal data were collected via the survey. Each 
item response was scored and scores entered into the Statistical 
Package for Social Sciences (SPSS) V.20 data file for cross-tabulation 
analysis (IBM Corporation, 2012).  Each data set was given a unique 
identifier (numbered 1-118) and entered as a single observation. A total 
of 198 variables were created to enable the recording of responses 
obtained from completed surveys.  
Prior to commencing data analysis, the data were assessed for 
normality. The Kolmogorov-Smirnov test revealed a p value of <0.001 
indicating that the data when evaluated by state, peer group or patient 
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presentation numbers were not normally distributed. As a result, non-
parametric tests were used to evaluate the data (Pallant, 2013). 
Nominal and ordinal data were described using frequencies, 
percentages, median, and interquartile range (Pallant, 2013). 
Comparisons between peer groups were made using the Kruskal-Wallis 
Test, the Chi-Square test for independence, Spearman Rank Order 
Correlation, and Mann Whitney U tests. In sub-analyses where there 
were sample size limitations, descriptive statistics have been presented 
and inferential statistics were not performed. An alpha coefficient of 
0.05 was accepted as indicating statistical significance (Polit & Beck, 
2014). The use of these tests will be described in more detail below. 
The structure of the EDs in the sample was examined using 
descriptive statistics (frequency, median, interquartile range). This ED 
profile included the number of ED treatment spaces, emergency nurse 
staffing, educational resources within the ED, and emergency nurse 
access to postgraduate study. Nursing recruitment was intended to be 
measured by dividing the number of nurses employed into an ED in the 
previous 12 months, by the total number of nurses on the ED roster, 
multiplied by 100 (J. Humphreys et al., 2009). Nursing attrition was 
considered to reflect nursing retention. Data related to nursing attrition 
were expected to be more readily available to Nurse Unit Managers 
than individual nursing retention data which measures how long each 
individual remained in an ED. Nurse attrition was intended to be 
measured by dividing the number of nurses who left an ED in the 
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twelve-months preceding data collection, by the total number of nurses 
on the roster in the same time period, multiplied by 100.  
The percentage of nurses with a relevant postgraduate 
qualification, or employed in a CNS position, were calculated by dividing 
the number of nurses in either position, by the total number of nurses 
on the ED roster, multiplied by 100. For example, the number of nurses 
in an ED with a relevant postgraduate qualification, was divided by the 
total number of nurses on the roster, and multiplied by 100. As such, 
professional development data were reported as a percentage of the 
total number of nurses on the roster. Reporting the professional 
development data as percentages provided greater accuracy when 
comparisons were made.  
Where appropriate, the structure of the EDs in each peer group 
was compared using the Kruskal-Wallis Test. The Kruskal-Wallis Test is 
a non-parametric test which allows scores on a continuous variable to 
be compared between three or more categorical variables (Brace, 
Kemp, & Snelgar, 2003; Pallant, 2013). Spearman Rank Order 
Correlation (Spearman’s Rho) was used to compare the annual patient 
presentations to the ED with the number of treatment spaces available 
and the rostered nursing hours. Spearman’s Rho is a non-parametric 
test used to compare two continuous variables (correlation) (Brace et al., 
2003; Polit & Beck, 2014). Preliminary analyses were performed to 
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ensure no violation of the assumptions of correlation between the two 
variables (Pallant, 2013). 
Descriptive statistics (frequency, median, interquartile range) 
were also used to examine the process of TSPPs, including the 
prevalence of TSPPs, and TSPP design and characteristics including: 
duration, number of supernumerary and clinical support shifts, study 
days, availability of self-directed learning packages, clinical progression 
goals, TSPP content, and assessments within the TSPP. The Kruskal-
Wallis Test was used to make comparisons between peer groups when 
examining the number of TSPP orientation days, supernumerary and 
clinical support shifts, and the number of TSPP study days. The Chi-
Square test for independence was applied to analyse the extent of the 
relationships between TSPP characteristics and credit towards 
postgraduate study (categorical variables) (Brace et al., 2003; Pallant, 
2013; Schneider et al., 2013). Fisher’s Exact Test was utilised when 
expected frequencies were less than five in one cell or more (Brace et 
al., 2003; Pallant, 2013; Polit & Beck, 2014). Effect size was reported 
using the phi coefficient for 2 by 2 tables, and Cramer’s V for tables 
larger than 2 by 2 (Pallant, 2013).  
As described previously, to examine the outcomes or functions of 
TSPPs, 18 EDs with TSPPs were matched and paired with 18 EDs 
without TSPPs. The characteristics of the two groups (TSPP and non-
TSPP) were examined using descriptive statistics (frequency, median, 
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interquartile range) to establish equivalence of the groups. The Mann 
Whitney U Test, a non-parametric test which allows comparison of 
continuous scores between two groups (Brace et al., 2003; Pallant, 
2013; Polit & Beck, 2014), was then used to explore if there was an 
association between TSPPs (categorical variable) and nursing 
professional development outcomes (continuous variables). 
Examination of specific TSPP characteristics (TSPP duration, number 
of study days) and nurse staffing and professional development 
outcomes were also undertaken using the Mann Whitney U Test.   
3.6.4.2 Content analysis 
Content analysis was used to interpret and synthesise the data 
collected in the two open survey questions regarding the aims of TSPPs, 
and the theoretical framework underpinning the TSPP, and to analyse 
the curriculum documents (Polit & Beck, 2014). A deductive content 
analysis approach was used to analyse the curriculum documents 
(Moretti et al., 2011). A template was developed based on the key 
concepts from the survey findings (Appendix G), and was revised as 
data were gathered from the curriculum documents (Polit & Beck, 2014). 
Results from the content analysis were then synthesised with the 
quantitative data, to confirm or contrast the results (Bazeley, 2004).  
3.7  Phase Two – Qualitative Phase  
Having identified the structure of Australian EDs, and the TSPP 
processes, the primary aim addressed in Phase Two of the study was 
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to examine the outcome or function of emergency nursing TSPPs in 
Australia. Semi-structured interviews were conducted with ED Nurse 
Unit Managers and Nurse Educators to gather further information about 
the function of TSPPs, including perceived benefits to the organisation, 
participants and patients. A description of the method used in Phase 
Two of this study, including the sample, data collection and data 
analysis will be presented in the following section.  
3.7.1 Phase Two sample 
The use of the sample to connect and integrate data collection, is 
an important consideration in mixed methods research (Fetters et al., 
2013). To gather further information about the function of emergency 
nursing TSPPs in Australian EDs, including the context in which TSPPs 
were offered or not, every participant surveyed in Phase One of this 
study (n = 212) was invited to participate in an interview. As described 
previously, the ED Nurse Unit Managers and Nurse Educators were 
considered key informants in relation to TSPP facilitation. Collecting 
different types of data from the same source is common in mixed 
methods research when the dominant approach is quantitative (Bazeley, 
2012; Fetters et al., 2013; Ivankova et al., 2006; Tashakkori & Teddlie, 
2010).  
Sample size is an important consideration when using interviews. 
The use of a sample that is larger than needed raises ethical concerns 
as it wastes participants’ time. The use of samples that are too small 
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may not be informative, and may be so context specific as to be not 
transferable, raising both ethical and scientific concerns (Francis et al., 
2010). The Phase Two sample was considered to be adequate: the 
sample included both ED Nurse Unit Managers and Nurse Educators, 
and had participants from principal referral, large metropolitan, large 
regional and remote, and medium metropolitan and rural peer groups. 
Finally, the researcher was confident (Tashakkori & Teddlie, 2010) that 
the questions raised in Phase Two had been answered by the 
participants. The concept of ‘researcher confidence’ will be explored in 
the following section.  
3.7.2 Phase Two data collection 
The interview questions aimed to address the gaps identified in 
Phase One of this study. This is discussed in more detail in Chapter Six, 
after Phase One results are reported. The interviews were undertaken 
using a semi-structured approach, with broad questions to guide the 
discussion, and a three-point Likert scale to identify the content which 
participants believed was ‘necessary’, ‘nice to have’, or ‘unnecessary’ in 
emergency nursing TSPPs (Appendix H). Semi-structured interviews 
gather data which are relative to each participants’ experience and 
context (Taylor & Francis, 2013). Using this interview technique, the 
researcher asked open, guiding questions, and allowed relatively 
uninterrupted responses. When the participant strayed from the 
research interest, the researcher used prompts to re-focus the 
interviewee (Taylor & Francis, 2013). To validate the researcher’s 
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interpretation of the data, participants were asked to clarify the 
meanings of responses, and any unclear statements were investigated 
through further questioning during taped interview by the researcher. 
This ensured that meaning ascribed to the interviews reflected the 
intent of each participant (Taylor & Francis, 2013).  
The ED Nurse Unit Managers and Nurse Educators who 
volunteered to participate in Phase Two were contacted by the 
researcher to arrange a convenient time and location for the interview. 
Interviewees were provided with a copy of the interview schedule one 
week prior to the interview to give them time to consider their responses. 
While the researcher aimed to conduct as many interviews as possible 
face to face, some interviews were conducted via telephone due to 
restricted access to Queensland sites, and the logistics of travel in a 
land as vast as Australia. As per research governance approval, the 
researcher was not permitted into the hospital grounds in Queensland 
Hospital and Health Services. All interviews were recorded and 
transcribed verbatim by the researcher.   
When using interviews as a data collection method, data 
saturation is the ‘gold standard’ used by qualitative researchers to 
justify the number of participants or the extent of data collection (Guest, 
Bunce, & Johnson, 2006). The concept of data saturation refers to the 
point in data collection when no new data are being generated (Padgett, 
2008; Polit & Beck, 2014). Data saturation is an important concept as it 
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indicates whether an adequate sample has been achieved to ensure 
content validity. However, in mixed methods research, when qualitative 
data is collected second, Tashakkori and Teddlie (2010, p. 347) advise 
that ‘if the qualitative data provides the researcher with the confidence 
to understand whatever he is studying … and to know when his 
questions have been answered … it is probably correct to stop’. Thus 
the concept of ‘researcher confidence’ was used instead of data 
saturation, to indicate when to stop collecting data. Interviews were 
conducted until the researcher was confident the questions arising from 
Phase One had been answered. As recommended by Francis et al. 
(2010), a further three interviews were conducted to ensure no new 
themes emerged. The researcher then determined that there was not 
likely to be any additional benefit in conducting further interviews.    
3.7.3 Phase Two data analysis 
The primary outcome measure in Phase Two of this study was to 
identify the function or purpose of emergency nursing TSPPs in 
Australia to explore why many Nurse Educators and Nurse Unit 
Managers chose to facilitate a TSPP. Phase Two consisted of data in 
the form of interview transcripts. Each interview transcript was analysed 
separately as it was collected (Plano Clark & Creswell, 2008) using 
content analysis (Hsieh & Shannon, 2005; Polit & Beck, 2014; 
Schneider et al., 2013). Content analysis seeks to provide structure to 
data (Polit & Beck, 2014), by systematically classifying data into 
categories that represent similar meanings (Hsieh & Shannon, 2005; 
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Moretti et al., 2011), thus allowing the story to be told (Hsieh & Shannon, 
2005; Polit & Beck, 2014). Each document was read and re-read in its 
entirety to obtain a sense of the whole, and examined for codes that 
emerged from the raw data (Graneheim & Lundman, 2004; Hsieh & 
Shannon, 2005). An example of this is presented in Appendix I.  
Inductive content analysis (Moretti et al., 2011) was used to 
identify both explicit content (obvious and visible) and inferred content 
(underlying meaning) in the interview transcripts (Graneheim & 
Lundman, 2004; Hsieh & Shannon, 2005). Using inductive content 
analysis, researchers avoid using preconceived ideas, and codes can 
more easily arise directly from the raw data (Moretti et al., 2011). 
Interview transcripts were manually coded (labelled for meaning) by the 
researcher (Graneheim & Lundman, 2004). A word processing program 
was used to manually cut and paste similar themes during coding. As 
coding continued, related codes were recognised and represented 
collectively as either categories or themes. Categories provided a 
descriptive meaning to the explicit data, and were not superimposed on 
the data but rather emerged from it (Graneheim & Lundman, 2004). 
Development of themes involved interpretation of the underlying 
(inferred) meaning of the data (Graneheim & Lundman, 2004). By 
constantly comparing codes, categories, and themes, the researcher 
was able to identify patterns, similarities and differences. Comparing for 
similarities enabled the basic properties of a category to be defined and 
the differences and relationships to be explored (Graneheim & 
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Lundman, 2004). Finally, results from the interviews were further 
analysed to ascertain how they contrasted or confirmed the Phase One 
findings. The advantage of using the interviews in this way was that it 
assisted in confirming or dispelling conclusions derived from the Phase 
One data.  
Credibility of the findings was established through the use of 
representative quotations from the transcribed interviews (Graneheim & 
Lundman, 2004; Moretti et al., 2011). A second reviewer also provided 
credibility. The second reviewer examined the transcripts and results for 
consensus. The second reviewer was an RN and emergency Nurse 
Educator, with a Master of Nursing qualification and extensive research 
experience.  
3.8  Reporting of Results 
In this study, results have been organised by concept or theme 
(Bazeley, 2012), using Donabedian’s Structure-Process-Outcome 
framework (1966, 1988).  The structure of Australian EDs, as gathered 
by the Phase One survey, is reported in Chapter Four. The emergency 
nursing TSPP processes, as identified in the Phase One survey and 
curriculum document analysis are presented in Chapter Five. Finally, 
the outcomes from emergency nursing TSPPs, as identified in Phase 
Two interviews, are reported in Chapter Six. In Chapter Six, codes have 
been used to demonstrate who provided which response. For example, 
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NE 2 designates the second interview, which was with a Nurse 
Educator, and NUM 9 indicates that the ninth interview was with a 
Nurse Unit Manager.   
3.9  Conclusion  
The discussion in this chapter has defended the research design, 
including use of an explanatory sequential approach, in which the 
quantitative component of data collection was the primary focus, and 
where the purpose of the qualitative data collection was to give context 
to the quantitative data. The 140 EDs included in the sample represent 
the range of EDs around Australia. Due processes were followed to 
ensure appropriate ethical and research governance approval was 
obtained at all 140 EDs in the sample prior to data collection. The 
survey was carefully designed and thoroughly evaluated prior to use to 
ensure validity and reliability. 
The data collected in Phase Two were guided by the data 
collected in Phase One, to ensure gaps identified in Phase One were 
addressed in Phase Two. Data were analysed sequentially, as they 
were collected, and then reported by concept, to provide a profile of 
Australian EDs, and a clear description of the emergency nursing 
TSPPs which were offered, and the functions of those TSPPs.  
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CHAPTERFOUR–RESULTS:‘STRUCTURE’
4.1  Introduction 
An explanatory sequential design was used to examine 
emergency nursing TSPPs in Australia. Examination of the prevalence, 
design and characteristics of emergency nursing TSPPs required that a 
profile of Australian EDs first be developed to describe the setting and 
give context to TSPP data. Accordingly, using Donabedian’s Structure-
Process-Outcome framework (1966, 1988), the results pertaining to the 
structure of Australian EDs will be reported in this chapter. This will 
include a description of the survey response rate, before describing the 
treatment spaces, nurse staffing and educational resources available in 
Australian EDs. These data were collected via survey.  
As described in Chapter Three, for the purpose of analysis and 
reporting, data were categorised by peer group, which enabled 
comparisons to be made between EDs which had similar regional 
locations and comparable annual patient presentation data. The five 
peer groups were: principal referral EDs; large metropolitan EDs; large 
regional and remote EDs; medium metropolitan and rural EDs; and 
small rural and remote EDs. Data have also been presented by state 
which, as described in Chapter Three, includes all eight Australian 
states and territories. In sub-analyses where there are sample size 
limitations (that is, few EDs in some peer or state groups), descriptive 
statistics only will be presented.  
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This chapter is presented in eight main sections. In the first 
section, the study response rate is presented. In the second section, the 
location and peer groups of the EDs in the study are described. The ED 
treatment spaces are described in Section Three. The fourth section 
includes a description of the nurse staffing, including skill mix and 
qualifications of staff. The educational resources and education staff are 
presented in the fifth and sixth sections. This is followed by a 
description of the educational processes in the seventh section. Finally, 
in the eighth section, the availability of postgraduate education in the 
EDs in the sample is presented. 
4.2  Response Rate 
Surveys were sent to the ED Nurse Unit Managers and Nurse 
Educators at 140 EDs around Australia (280 surveys). The response 
rate for the surveys was 75.7% and the survey completion rate was 
58.9%. In total, 212 surveys were commenced (101 Nurse Unit 
Manager surveys and 111 Nurse Educator surveys), and 165 surveys 
were completed, providing data on 118 EDs (Figure 4.1).  
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Figure 4.1 Survey response flow chart 
The study response rates for each peer group and state are 
summarised in Table 4.1. There were more responses from participants 
in NSW (n = 48, 40.7%) than other states. As shown in Table 3.4, this 
reflects the number of EDs within NSW when compared to other states. 
Victoria (n = 28, 23.7%) and Queensland (n = 19, 16.1%) made up the 
majority of the remaining sample, which is also representative of the 
number of EDs located in each state. There were more responses from 
principal referral EDs (n = 60, 50.8%) than any other peer group, and 
this reflects the sample, with more EDs in the principal referral group 
sample (n = 72) than any other peer group.  
140 Nurse Unit Managers 140 Nurse Educators 
101 responses 111 responses 
Data collected for 118 EDs 
65 surveys completed 100 surveys completed 
139 
 
Table 4.1 
Responses to survey, by peer group and state 
  Total 
(n = 118)
n %
Peer group  
 Principal referral 60 50.8 
 Medium metropolitan & rural 24 20.3 
 Large metropolitan 14 11.9 
 Large regional & remote 14 11.9 
 Small rural & remote 6 5.1 
    
State    
 New South Wales  48 40.7 
 Victoria 28 23.7 
 Queensland 19 16.1 
 Western Australia 9 7.6 
 South Australia 4 3.4 
 Tasmania 4 3.4 
 Northern Territory 4 3.4 
 Australian Capital Territory 2 1.7 
4.3  Emergency Department Peer Groups and Regional 
Location 
Most of the EDs in the study were principal referral EDs (n = 60). 
Most principal referral EDs were based within major cities (n = 41, 
68.3%) (Appendix J). The remaining principal referral EDs were located 
in inner regional areas (n = 15, 25%), outer regional areas (n = 3, 5%) 
and remote areas (n = 1, 1.67%). There were 20 principal referral EDs 
from NSW (33.3%), 16 from Victoria (26.7%), 12 from Queensland 
(20%), 3 from Western Australia (5%), 3 from South Australia (5%), 2 
from Tasmania (3.3%), 2 from Northern Territory (3.3%), and 2 from the 
ACT (3.3%).  
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There were 14 EDs in the large metropolitan peer group, all 
based in major cities. The large metropolitan EDs in this study were 
spread across four states: 7 in NSW (50%), 4 in Victoria (28.6%), 2 in 
Queensland (14.3%), and 1 in Western Australia (7.1%) (Appendix K). 
There were 14 EDs in the large regional and remote peer group. These 
were located in inner regional (n = 8, 57.1%), outer regional (n = 5, 
35.7%), and remote areas (n = 1, 7.1%). Large regional and remote 
EDs were situated in Victoria (n = 5, 35.7%), NSW (n = 4, 28.6%), 
Queensland (n = 2, 14.3%), Western Australia (n = 2, 14.3%), and 
Tasmania (n = 1, 7.1%) (Appendix L). There were 24 EDs in the 
medium metropolitan and rural peer group. Medium metropolitan and 
rural EDs were spread across major cities (n = 4, 16.7%), inner regional 
(n = 12, 50%), and outer regional (n = 8, 33%) areas. There were 14 
EDs from NSW (58.3%), 3 from Victoria (12.5%), 3 from Queensland 
(12.5%), 2 from Western Australia (8.3%), 1 from South Australia 
(4.2%), and 1 from Tasmania (4.2%) (Appendix M). There were 6 EDs 
in the small rural and remote peer group, and these were spread across 
several regional areas as follows: remote regions (n = 2, 33.3%); 
metropolitan area (n = 1, 16.7%); inner regional area (n = 1, 16.7%); 
outer regional area (n = 1, 16.7%), and very remote region (n = 1, 
16.7%). Small rural and remote EDs were located in NSW (n = 3, 50%), 
the Northern Territory (n = 2, 33.3%) and Western Australia (n = 1, 
16.7%) (Appendix N).  
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4.4  Patient Treatment Spaces in the Emergency 
Department  
As described in Chapter 3, ED treatment spaces included any 
space within the ED which had a nurse allocated to provide patient care. 
Seventy-six Nurse Unit Managers provided data about the number of 
treatment spaces in their ED. The median number of treatment spaces 
in the study EDs was 28. As expected, the number of treatment spaces 
was significantly associated with the number of ED presentations per 
annum, with higher patient presentations associated with a greater 
number of treatment spaces (rho = 0.87, n = 76, p = < 0.001).   
ED 89, a principal referral ED in South Australia, had the most 
treatment spaces (n = 69), and ED 98, a medium metropolitan and rural 
ED in NSW, had the fewest number of treatment spaces (n = 3). There 
were significantly more treatment spaces in principal referral EDs (Mdn
= 40), than in any other peer group (Ȥ2 = 46.1, df = 3, p = <0.001) 
(Table 4.2). Within each state, there was wide variation in the number of 
treatment spaces reported by each participant. South Australian EDs 
had considerably more treatment spaces (n = 60) than EDs in the other 
states. The Northern Territory had the fewest treatment spaces per ED 
(n = 14). 
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Table 4.2 
Number of emergency department treatment spaces, by peer group and 
state 
 No. of treatment spaces 
Mdn IQR Ȥ2 df p 
Peer group      
Principal referral (n = 41) 40 31-46 
46.1 3 <0.001 
Large metropolitan (n = 9) 26 20-31 
Large regional & remote (n = 8) 12 10-17 
Medium metropolitan & rural (n = 15) 12 7-21 
Small rural & remote (n = 3) (a) 8 -    
      
State (b)      
SA (n = 3) 60 - 
ACT (n = 2) 35 -  
TAS (n = 3) 33 -  
VIC (n = 21) 31 11-42  
QLD (n = 14) 28 17-38  
NSW (n = 22) 26 17-38  
NT (n = 4) 14 7-40  
WA (n = 7) 16 10-45  
Note. SA = South Australia; ACT = Australian Capital Territory; TAS = Tasmania; 
VIC = Victoria; QLD = Queensland; NSW = New South Wales; NT = Northern 
Territory; WA = Western Australia. 
(a)Excluded from statistical analysis due to small cell size. (b)No statistical analysis 
performed due to small sample in some cells. 
4.5  Nurses in the Emergency Department  
Nurse staffing requirements vary depending on the size of the 
ED, the number of patients treated annually, and the enterprise 
bargaining agreement (EBA) in place in each state. To enable 
comparisons between peers groups, nursing workforce data have been 
reported as percentages. Nursing workforce data were available for 69 
of the 118 EDs in the study (58.5%). These data were collected from 
Nurse Unit Managers. Data were summarised by peer group and state 
(Table 4.3). Higher annual patient presentations were significantly 
associated with increased rostered nursing hours (FTE) (rho = 0.92, n = 
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63, p = < 0.001). There were significantly more nursing FTE in principal 
referral EDs (Mdn = 84, IQR = 56-101, Ȥ2 = 39.56, df = 3, p = < 0.001) 
than in any other peer group. Nursing FTE reduced as EDs decreased 
in peer group size, ranging from 15-52 FTE. Most of the nurses working 
in EDs were RNs (Mdn = 95.2%, IQR = 92.2%-98.9%). There was a 
significantly greater percentage of RNs in large regional and remote 
EDs (Mdn = 100%), than in principal referral EDs (Mdn = 95.0%), and 
medium metropolitan and rural EDs (Mdn = 92.6%, Ȥ2 = 10.8, df = 3, p
= 0.013).  
Nursing FTE varied between states, with participants in South 
Australia reporting the most FTE (Mdn = 108), and participants in the 
Northern Territory and Western Australia both reporting the fewest FTE 
(Mdn = 33). There was also variation in the percentage of RNs between 
states, with the Northern Territory having the highest percentage of RNs 
(Mdn = 99.7%), and South Australia having the lowest percentage of 
RNs (Mdn = 82.3%).  
The survey was intended to collect nursing recruitment and 
attrition data, to enable comparisons between recruitment and attrition 
in EDs with TSPPs and EDs without TSPPs. However, the recruitment 
and attrition data appeared flawed. Responses from 15 Nurse Unit 
Managers (EDs 4, 15, 17, 19, 23, 30, 50, 56, 61, 69, 77, 105, 107, 108 
& 116), indicated that they employed more than 70% of the total nursing 
144 
FTE in the previous twelve months, but showed nursing attrition of less 
than 10% of the total nursing FTE. The researcher attempted to contact 
the Nurse Unit Managers and validate these data, but could not confirm 
the accuracy and so, following consultation with a statistician, all data 
pertaining to nursing recruitment and attrition were removed from 
analysis. 
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Table 4.3 
ED Full Time Equivalent Staffing, and percentage of RN staffing by peer group and state 
 FTE Percentage of nurses are RN 
Mdn IQR Ȥ2 df p Mdn  
(%) 
IQR 
(%) 
Ȥ2 df p 
Peer Group       
Principal referral (n = 33) 84 56-101 
39.56 3 <0.001 
95.0 90.5-97.8 
10.8 4 0.013 
Large metropolitan (n = 8) 52 38-66 97.6 96.4-98.3 
Large regional & remote (n = 9) 29 23-38 100 94.1-100 
Medium metropolitan & rural (n = 11) 22 18-43 92.6 88.3-95.2 
Small rural & remote (n = 3) (a) 15 - 100 - 
           
State (b)           
SA (n = 3) 108 -    82.3 - 
   
ACT (n = 2) 86 - 96.1 - 
VIC (n = 21) 68 25-94 96.6 94.4-98.7 
QLD (n = 11) 48 41-68 93.3 88.2-95.3 
NSW (n = 17) 48 34-82 94.7 90.7-98.8 
TAS (n = 2) 47 - 99.6 - 
NT (n = 4) 33 12-91 99.7 96.2-100 
WA (n = 4) 33 22-69 97.6 91.8-99.5 
           
Total (n = 64) 52 29-85    95.2 92.2-98.9    
Note. RN = Registered Nurse; SA = South Australia; ACT = Australian Capital Territory; VIC = Victoria; QLD = Queensland; NSW = New South Wales; 
TAS = Tasmania; NT = Northern Territory; WA = Western Australia.  
(a)Excluded from statistical analysis due to small cell size. (b)No statistical analysis performed due to small sample in some cells. 
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4.5.1 Professional development  
Relevant postgraduate study in emergency nursing was defined 
as a graduate certificate or higher level of qualification in emergency 
nursing or critical care. Almost one-third of nurses working in the EDs 
sampled held a relevant postgraduate qualification; however, there was 
considerable variation between EDs (Mdn = 30.0%, IQR = 16.7 - 41.7%) 
(Table 4.4). While there was no statistically significant difference in the 
percentage of nurses with a postgraduate qualification when peer 
groups were compared (Ȥ2 = 2.63, df = 3, p = 0.45), large metropolitan 
EDs (Mdn = 38.1%, IQR = 9.8% - 41.7%) had twice the percentage of 
nurses with a relevant postgraduate qualification than medium 
metropolitan and rural EDs (Mdn = 16.7%, IQR = 14.7% - 36.4%). 
Victorian EDs had the highest percentage of nurses with a relevant 
postgraduate qualification (Mdn = 40.5%, IQR = 28.2% - 52.7%), while 
Queensland EDs had the lowest percentage of nurses with a relevant 
postgraduate qualification (Mdn = 16.7%, IQR = 9.3% - 29.4%).  
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Table 4.4 
Percentage of emergency nurses with relevant postgraduate 
qualification, by peer group and state 
 Percentage of nurses with a relevant 
postgraduate qualification 
Mdn IQR Ȥ2 df p 
Peer Group
2.63 3 0.45 
Large metropolitan (n = 8) 38.1 9.8-41.7 
Large regional & remote (n = 7) 36.7 29.4-43.8 
Small rural & remote (n = 3) (a) 31.8 - 
Principal referral (n = 32) 30.8 21.0-44.6 
Medium metropolitan & rural (n = 12) 16.7 14.7-36.4 
      
State (b)     
VIC (n = 20) 40.5 28.2-
52.7 
   
TAS (n = 2) 39.1 -    
NSW (n = 16) 30.7 12.4-
45.1 
   
ACT (n = 2) 28.3 - 
   
SA (n = 3) 27.4 - 
WA (n = 5) 24.3 11.5-
38.9 
NT (n = 4) 19.4 14.9-
57.4 
QLD (n = 11) 16.7 9.3-29.4 
     
Total (n = 62) 30.0 16.7 - 41.7    
Note. CNS = Clinical Nurse Specialist; VIC = Victoria; TAS = Tasmania; NSW = 
New South Wales; ACT = Australian Capital Territory; SA = South Australia; WA = 
Western Australia; NT = Northern Territory; QLD = Queensland.  
(a)Excluded from statistical analysis due to small cell size. (b)No statistical analysis 
performed due to small sample in some cells. 
The percentage of CNS staff on the roster varied considerably 
between EDs and peer groups (Mdn = 8.2%, IQR = 3.0% - 18.3%) 
(Table 4.5). There was no statistically significant difference when the 
peer groups were compared (Ȥ2 = 1.53, df = 3, p = 0.68); however, 
principal referral EDs had almost four times the percentage of CNS staff 
on the roster (Mdn = 11.5%, IQR = 4.2% – 18.5%), than large regional 
and remote EDs (Mdn = 3.3%, IQR = 0  - 30.0%). Participants in 
Western Australia reported that there were no CNS staff working in their 
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EDs, and Victoria had the highest percentage of CNS staff on the ED 
roster (Mdn = 15.5%, IQR = 11.2% - 22.0%).  
Table 4.5 
Percentage of emergency nurses employed as Clinical Nurse 
Specialists, by peer group and state 
Percentage of nurses who are CNS 
Mdn  
(%) 
IQR 
(%) 
Ȥ2 df p 
Peer Group
1.53 3 0.68 
Principal referral (n = 32) 11.5 4.2-18.5 
Large metropolitan (n = 8) 8.7 4.3-23.5 
Medium metropolitan & rural (n =
12) 
7.3 0.5-16.3 
Small rural & remote (n = 3) (a) 4.8 - 
Large regional & remote (n = 7) 3.3 0-30.0 
      
State (b)      
VIC (n = 20) 15.5 11.2-22.0    
ACT (n = 2) 14.6 -    
NSW (n = 16) 9.0 5.7-21.8    
NT (n = 4) 6.9 5.1-13.5    
QLD (n = 11) 1.6 0-17.1    
SA (n = 3) 1.2 - 
TAS (n = 2) 0.5 - 
WA (n = 5) 0 0-12.4 
      
Total (n = 62) 8.2 3.0-18.3    
Note. CNS = Clinical Nurse Specialist; VIC = Victoria; ACT = Australian Capital 
Territory; NSW = New South Wales; NT = Northern Territory; QLD = Queensland; 
SA = South Australia; TAS = Tasmania; WA = Western Australia.  
(a)Excluded from statistical analysis due to small cell size. (b)No statistical analysis 
performed due to small sample in some cells. 
4.6  Educational Resources  
ED characteristics, including number of patient treatment spaces 
and nurse staffing were described in the previous section. In the 
following section a description of the educational resources available 
within EDs, including: availability of education staff, orientation 
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processes, and educational processes, will be presented. These data 
were collected from Nurse Educators. The availability of physical 
resources which support education were examined, including  access to 
teaching spaces in the hospital (lecture theatres and tutorial rooms), a 
hospital library, the Internet and local learning packages. Due to sample 
size limitations, statistical analyses of educational resources were not 
conducted, and descriptive data are presented. Participants in principal 
referral, large metropolitan and large regional and remote EDs reported 
similar access to educational resources (Table 4.6). This access 
contrasted with fewer resources available in medium metropolitan and 
rural, and small rural and remote EDs.  
The availability of a teaching space was more common in 
principal referral EDs (98.1%), large metropolitan EDs (100%), and 
large regional and remote EDs (92.3%), than in medium metropolitan 
and rural EDs (76.2%), and small rural and remote EDs (66.7%). 
Access to a teaching space was similar across states, ranging from 
75.0% to 100%. Hospital libraries were also more widely available in 
principal referral (90.4%), large metropolitan (90.9%), and large regional 
and remote EDs (84.6%), than in medium metropolitan and rural 
(42.9%), and small rural and remote EDs (66.7%) (Table 4.6). There 
was also variability in the availability of hospital libraries when examined 
by state. All participants in the ACT, and Tasmania reported having 
access to a hospital library (100%), while in Western Australia, only 3 
participants (37.5%) reported having access to a hospital library. 
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The Internet was widely available across all peer groups (Table 
4.6). There was variation in nurses access to the Internet when 
examined by state. All participants from five states (ACT, Northern 
Territory, Queensland, Tasmania, and Western Australia) reported 
access to the Internet, while only 65.5% of participants in NSW (n = 25) 
reported that nurses had access to the Internet.  
Local learning packages were commonly available across all 
peer groups, with reports of local learning packages ranging from 
72.7% in large metropolitan EDs to 100% in small rural and remote EDs. 
There was some variation in the use of local learning packages when 
examined by state. Just over half of the participants in Western 
Australia reported local learning packages were used (n = 5, 62.5%) 
while all participants in the ACT had access to local learning packages 
(n = 2, 100%) (Table 4.6). 
Access to video conferencing increased as the ED peer group 
size decreased. All small rural and remote EDs had access to video 
conferencing (n = 3, 100%). Most medium metropolitan and rural EDs 
also had video conferencing facilities (n = 16, 76.2%). By comparison, 
only half of the EDs in larger peer groups had video conferencing 
facilities. There was also variability in the availability of video 
conferencing facilities when compared by state. As shown in Table 4.6, 
151 
EDs in the Northern Territory, Tasmania, and Western Australia 
commonly had video conferencing facilities (75%), while participants in 
ACT, and South Australia reported not having video conferencing 
facilities. 
Table 4.6 
Educational resources within the hospital, by peer group and state 
 Teaching 
Space 
Library Internet Local 
learning 
packages 
Video 
conferencing
n % n % n % n % n % 
Peer Group           
Principal Referral (n
= 52) 
51 98.1 47 90.4 46 88.5 44 84.6 31 59.6 
Medium metropolitan 
& rural (n = 21)
16 76.2 9 42.9 16 76.2 20 95.2 16 76.2 
Large regional & 
remote (n = 13) 
12 92.3 11 84.6 12 92.3 11 84.6 7 53.8 
Large metropolitan 
(n = 11) 
11 100 10 90.9 9 81.8 8 72.7 6 54.5 
Small rural and 
remote (n = 3) 
2 66.7 2 66.7 3 100 3 100 3 100 
          
State           
VIC (n = 28) 28 100 25 89.3 27 96.4 19 67.9 16 57.1 
QLD (n = 12) 12 100 9 75.0 12 100 11 91.7 10 83.3 
WA (n = 8) 8 100 3 37.5 8 100 5 62.5 6 75.0 
ACT (n = 2) 2 100 2 100 2 100 2 100 0 0 
TAS (n = 4) 4 100 4 100 4 100 4 100 3 75.0 
NSW (n = 38) 32 84.2 32 84.2 25 65.8 28 73.7 25 65.8 
SA (n = 4) 3 75.0 1 25.0 3 75.0 3 75.0 0 0 
NT (n = 4) 3 75.0 4 100 4 100 4 100 3 75.0 
          
Total (n = 100) 92 89% 79 79% 86 86% 86 86% 63 63%
Note: VIC = Victoria; QLD = Queensland; WA = Western Australia; ACT = 
Australian Capital Territory; TAS = Tasmania; NSW = New South Wales; SA = 
South Australia; NT = Northern Territory. 
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4.7  Education Staff in the Emergency Department 
Most Nurse Educators reported that there was a staff member 
responsible for education within the ED (n = 93, 93.0%).  In the majority 
of EDs, the person who was responsible for education was a CNE (n = 
75, 80.6%). Other staff who were responsible for education within the 
ED included CNS staff (n = 8, 8.6%), Clinical Coaches (n = 6, 6.5%), 
and RNs (n = 4, 4.3%) (Table 4.7).  
Most CNEs were reported to be supernumerary in their role (n =
67, 89.3%). This means that the CNE was rostered in addition to the 
clinical nursing workforce, and was not responsible for the direct 
provision of patient care. For the purpose of data analysis, three other 
groups of staff who provided nursing education (CNS, Clinical Coach, 
RNs) were combined, to comprise a group called ‘Other staff’. Although 
not statistically significant, ‘Other staff’ who were responsible for 
education within the ED were less likely to be supernumerary (n = 13, 
72.2%, Ȥ2 = 2.4, df = 1, p = 0.07, phi = 0.20) (Table 4.7) and therefore 
were expected to manage a clinical nursing load in addition to providing 
education. 
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Table 4.7 
Nursing positions responsible for provision of nursing education within 
the emergency department 
Responsible for 
education 
Supernumerary in education role 
Position n % n % Ȥ2 df p Effect 
size 
(phi)
Clinical Nurse 
Educator 
75 80.6 67 89.3 
2.4 1 0.7 0.20 
Clinical Nurse 
Specialist 
8 8.6 5 62.5 
Clinical Coach 6 6.5 5 83.3 
Registered Nurse 4 4.3 3 75.0 
         
Total  93  80 86.0     
CNEs were responsible for providing education in most ED peer 
groups. Large metropolitan EDs had the highest frequency of CNEs (n
= 10, 90.9%), while the small rural and remote ED peer group was the 
only peer group which did not have a CNE responsible for provision of 
education (Table 4.8). Only one Nurse Educator in the small rural and 
remote peer group (16.6%) reported having a staff member responsible 
for education. In that ED, the education was provided by a RN. This 
data cannot be considered representative of all small rural and remote 
EDs.   
Nurse Educators reported that a CNE was the principal position 
responsible for education in the Northern Territory, Queensland, South 
Australia and Tasmania (n = 23, 100%). By comparison, CNE was the 
principal position responsible for education in less than half of the 
Western Australian EDs (n = 4, 44.4%). Western Australia was the only 
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state from which participants reported that education was provided by 
RNs (n = 4, 44.4%) (Table 4.8). 
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Table 4.8 
Staff who provide education within the ED, per peer group and state 
Clinical Nurse 
Educator 
Clinical Nurse 
Specialist 
Clinical Coach Registered Nurse No. supernumerary 
positions 
n % n % n % n % n %
Peer group         
Large metropolitan (n = 11) 10 90.9 1 9.1 - - - - 10 90.9 
Principal referral (n = 52) 43 82.7 5 9.6 3 5.8 1 1.9 46 88.5 
Medium metropolitan & rural (n = 17) 13 76.5 1 5.9 3 17.6 - - 14 82.4 
Large regional & remote (n = 12) 9 75.0 1 12.5 - - 2 16.7 9 75.0 
Small rural & remote (n = 1) - - - - - - 1 100 1 100 
           
State           
NT (n = 2) 2 100 - - - - - - 2 100 
QLD (n = 13) 13 100 - - - - - - 11 84.6 
SA (n = 4) 4 100 - - - - - - 3 75.0 
TAS (n = 4) 4 100 - - - - - - 4 100 
VIC (n = 25) 22 88.0 - - 3 12.0 - - 23 92.0 
NSW (n = 34) 25 73.5 7 20.6 2 5.9 - - 29 85.3 
ACT (n = 2) 1 50.0 - - 1 50 - - 2 100 
WA (n = 9) 4 44.4 1 11.1 - - 4 44.4 6 66.7 
           
Total (n = 93) 75 80.6 8 8.6 6 6.5 4 4.3 80 86.0 
Note. NT = Northern Territory; QLD = Queensland; SA = South Australia; TAS = Tasmania; VIC = Victoria; NSW = New South Wales; ACT = 
Australian Capital Territory; WA = Western Australia. 
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Having identified the various positions responsible for providing 
education within the ED, it was important to measure the 
supernumerary education FTE, as this reflects the number of hours per 
fortnight that a staff member is responsible for education. One FTE is 
equivalent to 80 hours per fortnight. Median supernumerary education 
FTE per ED is presented by peer group and state in Table 4.9. Some 
peer groups and states had less than four participants, and 
subsequently interquartile range (IQR) is not reported for those groups.  
There were twice as many supernumerary education FTE within 
the principal referral EDs than in any other peer group (Mdn = 2, IQR = 
1 - 2, Ȥ2 = 25.98, df = 3, p = <.001). This difference was statistically 
significant (Table 4.9). There was some disparity in supernumerary 
education positions between states. ACT had the most supernumerary 
education FTE (Mdn = 3.5) and NSW, Queensland, Tasmania and 
Victoria all had the lowest FTE (Mdn = 1). 
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Table 4.9 
Supernumerary nursing education hours by peer group and state 
 Education FTE   
Mdn IQR Ȥ2 df p 
Peer Group    
Principal referral (n = 45) 2 1-2 
25.98 3 <0.001 
Large metropolitan (n = 10) 1 1-2 
Large regional & remote (n = 9) 1 0.25-1 
Medium metropolitan & rural (n = 14) 1 0-1 
Small rural & remote (n = 1) (a) 1 -    
      
State (b)      
ACT (n = 2) 3.5 - 
   
SA (n = 3) 2 - 
NT (n = 2) 2 - 
WA (n = 6) 1.5 1-3.25 
QLD (n = 11) 1 0-2 
TAS (n = 4) 1 1-1.75 
VIC (n = 22) 1 1-2 
NSW (n = 29) 1 1-1 
      
Total (n = 79) 1 1-2    
Note: ACT = Australian Capital Territory; SA = South Australia; NT = Northern 
Territory; WA = Western Australia; QLD = Queensland; TAS = Tasmania; VIC = 
Victoria; NSW = New South Wales. 
(a)Excluded from statistical analysis due to small cell size.  (b)No statistical analysis 
performed due to small sample in some cells. 
4.8  Educational Processes in the Emergency Department 
One hundred Nurse Educators provided data about educational 
processes within the ED. Most participants (n = 99, 99%) reported that 
the ED provided orientation processes for new nurses. There was no 
difference between peer groups (ranging from 98.1% to 100%) or states 
(ranging from 96.4% to 100%) (Table 4.10). 
The majority of Nurse Educators also reported that EDs provided 
continuing educational support to nurses of all experience and 
qualification levels (n = 94, 94%) (Table 4.10). Small rural and remote 
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EDs had the lowest reported availability of continuing educational 
support (n = 2, 66.7%) and large metropolitan EDs had the highest 
reported availability of continuing educational support (n = 11, 100%).  
Table 4.10 
Orientation and education processes by peer-group and state  
 Orientation Continuing 
Educational Support 
n % n %
Peer Group 
Large metropolitan (n = 11) 11 100 11 100 
Large regional and remote (n = 13) 13 100 12 92.3 
Medium metropolitan & rural (n =
21) 
21 100 19 90.5 
Small rural and remote (n = 3) 3 100 2 66.7 
Principal referral (n = 52) 51 98.1 50 96.2 
     
State     
ACT (n = 2) 2 100 1 50.0 
NSW (n = 39) 39 100 38 97.4 
NT (n = 4) 4 100 3 75.0 
QLD (n = 12) 12 100 12 100 
SA (n = 4) 4 100 4 100 
TAS (n = 4) 4 100 4 100 
WA (n = 8) 8 100 7 87.5 
VIC (n = 27) 26 96.4 26 96.4 
     
Total (n = 100) 99 99.0 94 94.0 
Note. ACT = Australian Capital Territory; NSW = New South Wales; NT = 
Northern Territory; QLD = Queensland; SA = South Australia; TAS = Tasmania; 
WA = Western Australia; VIC = Victoria. 
4.9  Facilitation of Postgraduate Study in Emergency 
Nursing
Most Nurse Educators (n = 98, 98%) reported that EDs facilitated 
RNs to complete postgraduate emergency nursing courses (Table 4.11). 
Of the two EDs that did not facilitate postgraduate study in emergency 
nursing, one was a large regional and remote ED in Western Australia, 
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and the other was a medium metropolitan and rural ED in NSW. Most 
EDs facilitated postgraduate education that was provided by universities 
(n = 96, 96%). Almost half (n = 47, 47%) also reported facilitating 
Australian College of Nursing (formerly College of Nursing NSW) 
postgraduate courses: 35 of the 47 EDs which offered Australian 
College of Nursing Courses were in NSW (74.5%).  
Table 4.11 
Postgraduate study available by peer group and state 
 Postgraduate 
study 
facilitated 
University College 
of 
Nursing 
Hospital 
n % n % n % n % 
Peer Group         
Principal referral (n = 52) 52 100 52 100 22 42.3 15 28.8
Large metropolitan (n = 11) 11 100 11 100 5 45.5 2 18.2
Small rural and remote (n = 3) 3 100 3 100 1 33.3 0 0 
Medium metropolitan & rural 
(n = 21) 
20 95.2 19 90.5 15 71.4 4 19.0
Large regional & remote (n = 
13) 
12 92.3 11 84.6 4 30.8 4 30.8
        
State         
ACT (n = 2) 2 100 2 100 1 50.0 0 0 
NT (n = 4) 4 100 4 100 0 0 2 50.0
QLD (n = 12) 12 100 12 100 4 33.3 4 33.3
SA (n = 4) 4 100 4 100 1 25.0 2 50.0
TAS (n = 4) 4 100 4 100 2 50.0 0 0 
VIC (n = 28) 28 100 28 100 3 10.7 6 21.4
NSW (n = 38) 37 97.4 35 92.1 35 92.1 9 23.7
WA (n = 8) 7 87.5 7 87.5 1 12.5 2 25.0
        
Total (n = 100)  98 98.0 96 96. 47 47.0 25 25.0
Note: ACT = Australian Capital Territory; NT = Northern Territory; QLD = 
Queensland; SA = South Australia; TAS = Tasmania; VIC = Victoria; NSW = New 
South Wales; WA = Western Australia 
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4.10  Conclusion 
The structure of Australian EDs has been reported in this chapter. 
Data relating to the structure of Australian public EDs included physical 
resources such as the number of treatment spaces, as well as ED 
nurse staffing, educational resources and orientation practices. There 
were 118 EDs represented in this study sample and, as expected, most 
were principal referral EDs. The EDs had between 3 – 69 treatment 
spaces (Mdn = 28).  The emergency nursing workforce was 
predominantly made up of RNs (Mdn = 95.2%). Rostered nursing hours 
increased as EDs increased in peer group size, and as patient 
presentation numbers increased.  
Nurses in most EDs had access to educational resources, 
including a physical space in which to learn, access to a hospital library, 
local learning packages and the Internet. There was a staff member 
responsible for providing education within most EDs, and this person 
was frequently supernumerary. New emergency nurses were offered 
orientation, and continuing education was available to nurses in most 
EDs. Postgraduate study was facilitated in the vast majority of EDs, 
either utilising university or College of Nursing programs. Almost one-
third of nurses employed in the EDs held a relevant postgraduate 
qualification, but only a minority (8.2%) were employed as a CNS. 
Following this examination of the structure within the EDs sampled, the 
processes within the emergency nursing TSPPs studied are presented 
in Chapter Five.  
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CHAPTER FIVE – RESULTS: ‘PROCESS’ 
5.1  Introduction 
The structure of Australian EDs was presented in Chapter Four. 
Using Donabedian’s Structure-Process-Outcome framework (1966, 
1988), the primary aim addressed in this chapter was to examine TSPP 
processes, that is, the design and characteristics of TSPPs within 
Australian EDs. These data were collected via survey of 111 Nurse 
Educators and analysis of five TSPP curriculum documents. The 
curriculum documents have been labelled TSPP A through to E, to 
maintain the anonymity of the organisations who have generously 
shared their documents. TSPP A and TSPP B were from state-based 
TSPPs. TSPP C – E were from large health services in other states. 
Results from both the survey and curriculum document analysis have 
been synthesised to create a clear description of TSPPs in Australian 
EDs. Data are presented by peer group, to enable comparisons to be 
made.  
The results in this chapter will be presented in sequence in ten 
main sections. The prevalence of TSPPs is presented in the first section, 
to give context to the findings. In this first section, comparisons will be 
made between EDs with TSPPs and those without TSPPs, to examine 
whether TSPPs have a measurable effect on nursing professional 
development. In section two and three, the aims and educational 
frameworks underpinning TSPPs are presented. In sections four 
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through eight, the organisational features of TSPPs, including duration 
and clinical preparation of TSPP participants, and the mode of content 
delivery are reported in detail. In these sections, the professional 
development outcome measures will be examined, to determine the 
design elements and characteristics that are associated with the most 
favourable professional development outcomes. Finally, in section nine 
and ten, the assessments embedded within TSPPs, and TSPP 
articulation to postgraduate study are reported.  
As described in Chapter Three, to enable comparisons to be 
made between EDs with TSPPs and those without TSPPs, EDs with 
similar demographic characteristics were matched and paired. Such 
pairing minimised the influence of ED size or regional area on outcome 
measures. Pairs were formed based on peer group, regional area and 
patient presentation numbers. In total, 36 EDs were paired (18 pairs in 
total), of these, 16 were principal referral EDs; 2 were large 
metropolitan EDs; 6 were large regional and remote EDs; and 12 were 
medium metropolitan and rural EDs.  Eighteen EDs were located in 
major cities; 12 EDs were within inner regional areas; and 6 EDs were 
within outer regional areas. The characteristics between the TSPP and 
non-TSPP EDs were comparable, with similar median numbers of 
patient presentations annually (National Health Performance Authority, 
2013), a similar median number of ED treatment spaces, and similar 
median nursing FTE (Table 5.1), enabling comparisons to be made 
between the two groups. 
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Table 5.1 
Characteristics of paired EDs 
TSPP 
(n = 18 EDs) 
Non-TSPP 
(n = 18 EDs) 
2011-12 patient presentations* 
Mdn 33,570 32,319 
IQR 20,699-60,575 22,245-58,025 
Percentage of paediatric presentations 
Mdn 25.0% 22.0% 
IQR 20.0%-30.0% 20.0%-25.0% 
No. of ED treatment spaces 
Mdn 28 28 
IQR 15-41 12-45 
Total nursing FTE 
Mdn 45 52 
IQR 30-90 27-89 
Note. TSPP = Transition to Specialty Practice Program; Non-TSPP = without 
Transition to Specialty Practice Program; ED = emergency department; FTE = 
rostered nursing hours.  
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5.2  Prevalence of Emergency Nursing Transition to 
Specialty Practice Programs in Australia 
One hundred and eleven Nurse Educators indicated whether an 
emergency nursing TSPP was offered in their ED. Most Nurse 
Educators reported that TSPPs were offered in their EDs (n = 80, 
72.1%). Emergency nursing TSPPs were most commonly conducted in 
large metropolitan EDs (n = 11, 84.6%) and principal referral EDs (n = 
47, 82.5%), and were not offered in small rural and remote EDs (Table 
5.2).  
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Emergency nursing TSPPs were more common in the states on 
the east coast of Australia, that is, in the ACT (n = 2, 100%), Tasmania 
(n = 4, 100%), Victoria (n = 23, 82.1%), Queensland (n = 13, 81.3%), 
and NSW (n = 32, 72.7%). TSPPs were also offered in most South 
Australian EDs (n = 4, 75.0%). TSPPs were not available in most EDs 
in Western Australia (n = 3, 33.3%), or any EDs in the Northern 
Territory (n = 0). 
Table 5.2 
Prevalence of Transition to Specialty Practice Programs by peer group 
and state 
 TSPP offered 
n %
Peer Group 
Large metropolitan (n = 13) 11 84.6 
Principal referral (n = 57) 47 82.5 
Large regional and remote (n = 14) 9 64.3 
Medium metropolitan & rural (n = 22) 13 59.1 
Small rural and remote (n = 5) 0 0 
   
State
ACT (n = 2) 2 100 
TAS (n = 4) 4 100 
VIC (n = 28) 23 82.1 
QLD (n = 16) 13 81.3 
SA (n = 4) 3 75.0 
NSW (n = 44) 32 72.7 
WA (n = 9) 3 33.3 
NT (n = 4) 0 0 
   
Total (n = 111) 80  72.1 
Note: TSPP = Transition to Specialty Practice Program; ACT = Australian Capital 
Territory; TAS = Tasmania; QLD = Queensland; VIC = Victoria; SA = South 
Australia; NSW = New South Wales; WA = Western Australia; NT = Northern 
Territory. 
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5.2.1 TSPPs and nurse staffing  
In EDs which offered TSPPs, 20.7% of nurses on the roster had 
completed an emergency nursing TSPP (IQR = 13.3% - 44.0%). There 
was no significant difference in the percentage of rostered nurses who 
had completed a TSPP across peer groups, ranging from 17.2% to 
32.6% (Ȥ2 = 1.28, df = 3, p = 0.73) (Table 5.3).  
Table 5.3 
Percentage of rostered emergency nurses who had completed a 
Transition to Specialty Practice Program  
Percentage of rostered nurses who 
completed a TSPP 
Mdn (%) IQR (%) X2 df p 
Peer Group      
Medium metropolitan & rural (n=9) 32.6 9.9-56.3 
1.28 3 0.73
Large metropolitan (n=7) 27.8 11.6-57.1 
Principal referral (n=28) 26.5 14.3-48.5 
Large regional & remote (n=7) 17.2 13.0-27.6 
Note. TSPP = Transition to Specialty Practice Program. 
Examination of nurse staffing between EDs with TSPPs and EDs 
without TSPPS showed that RNs made up the bulk of the workforce in 
both cohorts (TSPP Mdn = 93.9%; non-TSPP Mdn = 95.1%) (Table 5.4).  
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Table 5.4 
Nurse Staffing; Transition to Specialty Practice Programs compared 
with no Transition to Specialty Practice Program 
TSPP EDs 
(n = 18) 
Non-TSPP 
EDs
(n = 18) 
    
% % U z p r 
Percentage of Registered Nurses    
Mdn 93.9 95.1 
26.5 1.2 0.24* 0.24 IQR 90.5-98.6 88.9-99.5 
      
Percentage of Enrolled Nurses    
Mdn 6.2 5.0 
33.0 0.63 0.61* 0.15 IQR 1.4-9.5 0.5-11.2 
Note. TSPP = Transition to Specialty Practice Program; Non-TSPP = without 
Transition to Specialty Practice Program. 
*exact
5.2.2 TSPPs and professional development 
As described in Chapter Three, nursing professional 
development was measured via the percentage of emergency nurses 
on the roster who had completed a relevant postgraduate qualification, 
and the percentage of emergency nurses working as a CNS. There was 
no significant difference in the percentage of emergency nurses with a 
relevant postgraduate qualification between EDs with TSPPs (Mdn = 
28.3%) and EDs without TSPPs (Mdn = 22.1%, U = 35.5, z = 0.78, 
exact p = 0.45, r = < 0.18) (Table 5.5). However, there were statistically 
significantly more CNS staff employed in EDs with TSPPs (Mdn = 
16.4%) than EDs without TSPPs (Mdn = 6.3%, U = 20.0, z = 2.04, exact 
p = 0.04, r = 0.48) (Table 5.5). 
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Table 5.5 
Professional Development Outcomes: Transition to Specialty Practice 
Programs compared with no Transition to Specialty Practice Program 
TSPP
EDs
(n = 18)
Non-
TSPP
EDs 
(n = 18) 
   
% % U z p Effect size 
(r) 
Percentage of nurses with a postgraduate qualification
Mdn 28.3 22.1 
35.5 0.78 0.45* 0.18 IQR 20.0-
42.1 
11.2-
42.3 
Percentage of nurses who are Clinical Nurse Specialists
Mdn 16.4 6.3 
20.0 2.04 0.04* 0.48 IQR 8.1-21.6 0.7-13.2 
Note. TSPP = Transition to Specialty Practice Program; Non-TSPP = without 
Transition to Specialty Practice Program. 
*exact
5.2.3 The commencement of TSPPs  
Nurse Educators indicated that most emergency nursing TSPPs 
were introduced in the 2000s. As shown in Figure 5.1, the first 
emergency nursing TSPPs were reported to start in the year 2000, and 
they have gradually increased in number since.  There was a spike 
increase in the introduction of TSPPs in 2009-2010, when 20 EDs 
implemented emergency nursing TSPPs: these were spread evenly 
across states.  
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Figure 5.1 Number of ED Transition to Specialty Practice Programs 
commencing around Australia each year  
Queensland and NSW have state-wide emergency nursing 
TSPPs. The Queensland emergency nursing TSPP was introduced in 
the year 2000 and all emergency nursing TSPPs in Queensland were 
reportedly introduced after the year 2000 (Table 5.6). The NSW 
emergency nursing TSPP was introduced in 2011. Most emergency 
nursing TSPPs offered in NSW were reported to commence in the 
years 2000-2010 (n = 16, 64.0%). The NSW curriculum document 
indicated that the state-wide emergency nursing TSPP was not 
designed to replace those pre-existing TSPPs. Nine Nurse Educators 
from NSW (36.0%) reported that emergency nursing TSPPs 
commenced in their EDs from 2011-2013, after the introduction of the 
NSW TSPP.  
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Table 5.6 
The prevalence of ED Transition to Specialty Practice Programs in 
NSW and Queensland 
Year TSPP introduced New South Wales 
(n = 25) 
Queensland  
(n = 8) 
n % n %
2000 – 2005 7 28.0 3 37.5 
2006 – 2010  9 36.0 4 50.0 
2011 – 2013  9 36.0 1 12.5 
There was a statistically significant difference in the percentage 
of rostered nurses who had completed an emergency nursing TSPP, 
when compared by the number of years a TSPP had been offered in 
the ED. The more years an emergency nursing TSPP had been offered, 
the greater the percentage of rostered nurses who had completed an 
emergency nursing TSPP (Ȥ2 = 7.55, df = 2, p = 0.02) (Table 5.7). 
While this may seem an obvious finding, an increase in the number of 
rostered nurses who have completed a TSPP is reliant on those nurses 
remaining in the ED, and so is a surrogate indicator of nursing retention.   
Table 5.7 
Percentage of rostered emergency nurses who had completed a 
Transition to Specialty Practice Program by year of introduction 
Percentage of rostered nurses who 
completed a TSPP 
Mdn (%) IQR (%) X2 df p 
Year TSPP introduced      
2000 – 2005 (n=15) 34.2 16.3-57.1 
7.55 2 0.022006 – 2010 (n=22) 21.0 11.2-50.4 
2011 – 2013 (n=8) 12.0 9.4-16.5 
Note. TSPP = Transition to Specialty Practice Program. 
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5.3  Aims of Emergency Nursing Transition to Specialty 
Practice Programs  
Sixty-six Nurse Educators (84.6%) provided information about 
the aims of the emergency nursing TSPP. The aims of emergency 
nursing TSPPs were summarised by one Nurse Educator who reported 
that the TSPP aimed ‘to develop the essential skills to be an emergency 
nurse’ (ED 91). The most commonly reported aim of emergency nursing 
TSPPs was to develop the theoretical knowledge of participants (n = 46, 
69.7%), preparing participants for practice in the ED. This was reflected 
in the aims reported in each of the TSPP curriculum documents. 
Knowledge was reported to link to confidence (n = 6) and to provide ‘a 
strong foundation for clinical practice’ (ED 8).  
Skill development was the second most commonly reported aim 
of TSPPs (n = 26, 39.4%). Skill development was often reported in 
conjunction with knowledge development, and was linked to the 
provision of safe patient care by several Nurse Educators (n = 11, 
16.7%). One Nurse Educator reported that the emergency nursing 
TSPP ‘supports [the development] of a skilled safe workforce’ (ED 44), 
and another stated the TSPP ‘improves the knowledge, skills and 
confidence’ of participants (ED 65).  
To ‘support new ED staff’ (ED 48) was reported as an aim of 
emergency nursing TSPPs by one-third of Nurse Educators (n = 22, 
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33.3%). The ‘provision of a supportive environment’ (ED 117) was 
reported to ensure that ‘new nurses like working in ED’ (ED 66). 
‘Integration’ and ‘socialisation’ were also commonly identified by Nurse 
Educators (n = 16, 24.2%) as an aim of TSPPs. This included 
‘orientation to staff and the department’ (ED 43), which was reported to 
‘relieve stress’ on new emergency nurses (ED 77).   
Some emergency nursing TSPPs were also introduced as a 
means of capacity building, and ten Nurse Educators (15.2%) indicated 
that recruitment was a key aim of their TSPP. Recruitment was also 
reported as an aim in one of the curriculum documents (TSPP C). 
‘Growing our own’ emergency nurses was described by four Nurse 
Educators (6.1%). Retention of nurses in emergency nursing (n = 8, 
12.1%) was also an aim of some TSPPs, including TSPP B. Retention 
was perceived to be influenced by ‘staff satisfaction’ (ED 73), which 
ensured ‘they enjoy working in the ED and continue to do so’ (ED 65). 
Two curriculum documents described an expected level of 
clinical practice by completion of the emergency nursing TSPP. The 
TSPP E curriculum document indicated that the TSPP would ‘provide 
knowledge and skills to work in any position in the ED’. The TSPP A 
curriculum document indicated that by completion, TSPP participants 
were expected to meet the College of Emergency Nursing Australasia 
(CENA) Practice Standards for the Emergency Nursing Specialist, 
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providing ‘competent, quality emergency nursing care’ (CENA, 2013, p. 
5). By comparison, the TSPP C curriculum document stated that the 
TSPP provided ‘entry level theoretical preparation’ and was ‘not a 
substitute for postgraduate education’ but ‘may direct participants to 
postgraduate studies in emergency nursing’ in the future.  
5.4  Educational Frameworks Underpinning Transition to 
Specialty Practice Programs  
No single educational framework was used to underpin 
emergency nursing TSPPs in Australia. The curriculum documents 
revealed that two TSPPs had no explicit or inferred reference to 
educational frameworks (TSPP C, D). The TSPP E curriculum 
document did not explicitly identify an educational framework, but was 
titled ‘Novice to Expert’ which implied a link to Benner’s Novice to 
Expert framework (1984). The TSPP A curriculum document had latent 
references to the principles of adult learning, suggesting a framework 
such as Knowles’ Adult Learning Theory (1985). Adult Learning Theory 
posits that adults take responsibility for their own learning, and is pinned 
to five basic assumptions about the adult learner: i) adults are 
independent and self-directed;  ii) they have accumulated experience 
which is a rich resource for learning; iii) they value learning that 
integrates with the demands of their everyday life; iv) they are more 
interested in immediate, problem-centred approaches than in subject-
centred ones; and v) they are more motivated to learn by internal drives 
than by external ones (Kaufman, 2003).  
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Finally, TSPP B had reference to three different educational 
frameworks at various places within the one document. Those three 
educational frameworks guiding the TSPP were: Benner’s Novice to 
Expert framework (1984), Adult Learning Theory (Knowles, 1985) and 
the Australian Nursing and Midwifery Council Continuing Competence 
Framework (2009).  
Of the 47 Nurse Educators who indicated via survey that an 
educational framework was used to design the emergency nursing 
TSPP in their ED, only 16 (34.0%) were able to describe the 
educational framework used. More than half of the Nurse Educators (n
= 24, 51.1%), reported that the TSPP was developed ‘by staff who have 
since left’ the ED (ED 29), and they were ‘unsure’ (ED 12, 20, 88) of the 
framework underpinning the TSPP.  
The educational framework most commonly utilised in the 
emergency nursing TSPPs studied was Knowles’ Adult Learning Theory 
(n = 9, 56.3%). Knowles’ Adult Learning Theory relies on the motivated 
adult taking responsibility for their own learning, and undertaking self-
directed work to meet their own learning objectives (Knowles, 1985). 
Nurse Educators reported that TSPP participants were supported by the 
education team, but were expected to complete self-directed work – 
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either as a requirement before attending a study day or in lieu of study 
days.
Benner’s Novice to Expert model (1984) was reported via survey 
to be the basis for four of the TSPPs (25%). As described in Chapter 
One, Benner’s model posits that learners’ combine abstract theory with 
previous experience to make decisions (Benner, 1984). This theory was 
reflected in the descriptions provided by two Nurse Educators who said 
the emergency nursing TSPP was ‘a staged program building on prior 
knowledge and competence until nurses are confident in all [clinical] 
areas’ (ED 108). Further, the TSPP ‘enabled nurses to build upon and 
enhance their competence, knowledge, skills, and attitude through 
supported learning opportunities within the ED’ (ED 62).  
A ‘continuing competence’ framework (n = 2, 12.5%) and Kolb’s 
experiential learning (n = 1, 6.3%) were the other two educational 
frameworks reportedly underpinning TSPPs. Neither of these 
frameworks were described by the Nurse Educators who completed the 
survey, and it was unclear how the framework was applied.  
5.5  Transition to Specialty Practice Program Intakes 
As shown in Figure 5.2, most emergency nursing TSPPs were 
conducted once (n = 22, 35.5%) or twice (n = 26, 41.9%) per year (Mdn
= 2, IQR = 1-2). Three Nurse Educators reported TSPP intakes as often 
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as 10 times per year, each of these EDs were principal referral EDs, 
located in Victoria, Queensland and NSW (EDs 43, 84, 117).  
Figure 5.2 Number of intakes into Transition to Specialty Practice 
Programs per year 
The curriculum documents indicated that emergency nursing 
TSPPs were aimed at RNs ‘with little or no experience in emergency 
nursing’ (TSPP C). This included newly graduated RNs (TSPP A, B), 
and experienced RNs making the transition to emergency nursing 
(TSPP A, B, C, D, E). One curriculum document also stated that ‘nurses 
returning to ED’ were appropriate candidates for the TSPP (TSPP B). 
Most of the 78 Nurse Educators who responded to this survey question 
indicated that emergency nursing TSPPs were aimed at inexperienced 
RNs who had between one and two years of nursing experience (n = 63, 
80.8%). RNs who had more than two years of nursing experience (n = 
41, 52.6%) and newly graduated RNs (n = 38, 48.7%) were the other 
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commonly targeted participants for TSPPs. Two TSPPs (2.6%) were 
also reported to be offered to Enrolled Nurses.  
The number of participants per TSPP intake ranged from 1-20 
(Mdn = 4, IQR = 3-8) (Figure 5.3).  Only 53 Nurse Educators indicated 
whether a minimum FTE was attached to the TSPP positions. Most 
Nurse Educators indicated that participants must be employed full time 
(n = 39, 73.6%). Fourteen Nurse Educators (26.4%) indicated that there 
was no minimum FTE for participants. Three curriculum documents 
(TSPP A, C, D) provided a clear reference for the FTE participants were 
expected to work. These ranged from 0.5 FTE – equivalent to 20 hours 
per week (TSPP A) – to 1.0 FTE (TSPP C) – full time. 
Figure 5.3 Number of participants employed per Transition to Specialty 
Practice Program intake  
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5.6  Duration of Transition to Specialty Practice Programs 
Survey data showed that the TSPPs studied ranged from 1 
month (n = 4) to 36 months (n = 1) in duration, and the majority of 
TSPPs were 12 months duration (Mdn = 12 months, IQR = 5-12 months) 
(Figure 5.4).   
Figure 5.4 Duration of Transition to Specialty Practice Programs 
(months) 
Curriculum documents revealed that TSPPs were designed to be 
of three to six months’ duration (TSPP B) to a maximum of two years 
(TSPP A). Two of the documents indicated that the TSPP should ideally 
be completed in 12 months (TSPP A, C). Most Nurse Educators from 
the state in which TSPP A operates, reported in the survey that the 
TSPP was 12 months in duration (n = 8, 80.0%) (Table 5.8).  
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Table 5.8 
Duration of selected Transition to Specialty Practice Programs  
 TSPP A  TSPP B  TSPP C TSPP D  TSPP E  
Duration of TSPP per curriculum document 
 12 months 3-6 months 12 months 6 months 18 months 
           
Duration of TSPP per survey
 (n = 10) (n = 27) (n = 3) (n = 2) (n = 1)
n % n % n % n % n %
4 months - - 2 7.4 - - - - - - 
6 months - - 11 40.7 - - 2 100 - - 
12 months 8 80.0 13 48.2 3 100 - - - - 
14 months 1 10.0 - - - - - - - - 
18 months - - - - - - - - 1 100
24 months 1 10.0 1 3.7 - - - - - - 
TSPP B was designed to be completed within three to six 
months of starting employment in the ED. Half of those Nurse 
Educators surveyed from the state that runs TSPP B, reported that the 
TSPP in their ED was of 12 months’ duration (n = 13, 48.2%). Eleven 
Nurse Educators from the same state reported that the TSPP in their 
ED was of six months’ duration (40.7%), two indicated that the TSPP 
was of less than six months’ duration (7.4%), and one Nurse Educator 
indicated the TSPP was of 24 months’ duration (3.7%). Nurse 
Educators surveyed from EDs with TSPP C, D and E, reported the 
same TSPP duration as that reported in the respective curriculum 
documents (Table 5.8).  
5.6.1 TSPP duration and professional development 
The duration of emergency nursing TSPPs had a negative 
association with nursing professional development outcomes. Although 
this did not reach statistical significance due to limited sample size, EDs 
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with TSPPs that were six months duration had a higher percentage of 
nurses who held a relevant postgraduate qualification (43.8%) than EDs 
with longer TSPPs, that is, those that were 12 months duration (30.8%, 
U = 51.0, z = 1.70, p = 0.09, r = 0.32). There was a statistically 
significantly greater percentage of CNS staff in EDs with TSPPs which 
were of six months’ duration (18%) compared with TSPPs which were 
of twelve months’ duration (9.8%, U = 52.5, z = 2.09, p = 0.03, r = 0.38) 
(Table 5.9). 
Table 5.9 
Professional development outcomes: 6 month Transition to Specialty 
Practice Programs compared with 12 month TSPPs 
6 month 
TSPP 
12 month 
TSPP
    
% % U z p r 
Percentage of nurses with a postgraduate qualification
(n = 9) (n = 19) 
51.0 1.70 0.09 0.32  43.8 30.8 
 28.5-
47.7 
20.8-40.0 
Percentage of nurses who are Clinical Nurse Specialists
(n = 10) (n = 20) 
52.5 2.09 0.03 0.38   18.0 9.8 
 13.4-
25.4 
2.7-17.7 
Note. TSPP = Transition to Specialty Practice Program; Non-TSPP = without 
Transition to Specialty Practice Program. 
5.7  Facilitation of Transition to Specialty Practice Programs 
Survey data showed that TSPPs were most commonly 
coordinated by CNEs (n = 64, 95.5%). Other staff who were reported to 
coordinate TSPPs included Nurse Unit Managers (n = 17, 25.4%), 
CNSs (n = 10, 14.9%), and Clinical Coaches (n = 7, 10.4%) (Table 
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5.10). CNEs were also most commonly responsible for delivery of TSPP 
content (n = 60, 89.6%). CNS’ (n = 27, 40.3%) and RNs (n = 22, 32.8%) 
also delivered TSPP content, and this content delivery was supported 
by other specialists (n = 5, 7.5%), including doctors and mental health 
specialists.  
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Table 5.10 
Coordination and Delivery of Transition to Specialty Practice Programs 
Clinical Nurse 
Educator 
Clinical Nurse 
Specialist 
Registered Nurse Clinical 
Coach 
Nurse Unit 
Manager 
Associate Nurse 
Unit Manager 
Nurse Practitioner Other specialist 
TSPP Coordinator (n=67)      
64 10 4 7 17 2 0 0 
TSPP delivery (n=67)      
 60 27 22 11 10 2 12 5 
Note. TSPP = Transition to Specialty Practice Program  
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5.8  Clinical Preparation of Transition to Specialty Practice 
Program Staff 
The number of orientation days, supernumerary shifts and 
clinical support shifts within emergency nursing TSPPs were examined 
using both the survey results and curriculum documents, as a way of 
estimating the resources utilised. During analysis of these data, it 
became clear that terms were being used interchangeably by Nurse 
Educators, and so the term ‘clinical preparation time’ was used to 
describe the combination of orientation days, and supernumerary and 
clinical support shifts provided to TSPP participants. Time spent in 
orientation, supernumerary shifts and clinical support will be examined 
in the following section, and then summed to estimate the number of 
days TSPP participants spent in clinical preparation. The curriculum 
documents for TSPP A did not make reference to any clinical 
preparation time. The four other TSPP curriculum documents provided 
some information regarding clinical preparation time provided, as 
presented below. 
5.8.1 Orientation 
Most of the Nurse Educators who completed the survey (n = 53, 
94.6%) reported providing orientation days to TSPP participants. The 
number of orientation days ranged from 1 to 20 days (Mdn = 3 days, 
IQR = 2 - 5 days). There was no statistically significant difference in the 
median number of orientation days provided across peer groups (Mdn = 
2 - 3, Ȥ2 = 0.92, df = 3, p = 0.82) (Table 5.11). There was variability in 
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the number of orientation days provided between states, with some 
states providing a median of five orientation days (ACT, South Australia, 
Tasmania), and some states providing a median of two orientation days 
(Queensland, Victorian, Western Australia). One Nurse Educator from 
Tasmania (ED 91) reported that their ED provided 20 orientation days 
per TSPP participant. This was almost twice as many orientation days 
as any other ED. The three Nurse Educators who reported that their ED 
did not provide orientation days were located in Queensland (33.3%). 
TSPP C, D and E curriculum documents indicated that participants 
should be provided with two days of orientation. In TSPP C, these two 
days included some supernumerary time. 
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Table 5.11 
Orientation days within Transition to Specialty Practice Programs by 
peer group and state 
 Orientation 
days 
offered 
No. of 
orientation 
days per 
TSPP 
n % Mdn IQR Ȥ2 df p 
Peer Group     
Large metropolitan (n = 7) 7 100 2 2-3 
0.92 3 0.82
Large regional and remote (n =
6)
6 100 3 1-5 
Medium metropolitan & rural (n =
11) 
11 100 3 2-5 
Principal referral (n = 32) 29 90.6 3 1-5 
        
State (a)        
ACT (n = 1) 1 100 5 - 
NSW (n = 22) 22 100 3 2-5  
SA (n = 2) 2 100 5 -  
TAS (n = 4) 4 100 5 1-17  
VIC (n = 17) 17 100 2 1-3  
WA (n = 1) 1 100 2 2-2  
QLD (n = 9) 6 66.7 2 0-7    
        
Total (n = 56) 53 94.6 3 2-5    
Note. TSPP = Transition to Specialty Practice Program; ACT = Australian Capital 
Territory; NSW = New South Wales; SA = South Australia; TAS = Tasmania; VIC 
= Victoria; WA = Western Australia; QLD = Queensland. 
(a) no statistical analysis performed due to small sample in some cells 
5.8.2 Supernumerary shifts 
Survey data showed that the number of supernumerary shifts 
provided to TSPP participants ranged from 0-20 shifts (Mdn = 2, IQR = 
1 - 3). The ED which provided the most supernumerary shifts was ED 
73, a large regional and remote ED in NSW, where it was reported that 
20 supernumerary shifts were provided to TSPP participants: this same 
ED did not provide orientation days or clinical support shifts, although 
CNEs were available when needed to support TSPP participants. The 
median number of supernumerary shifts provided were similar across 
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peer groups (Mdn range = 2 - 3, Ȥ2 = 1.20, df = 3, p = 0.75) (Table 
5.12). There was variation in the number of supernumerary shifts 
provided within TSPPs when examined across states, with most states 
providing two supernumerary shifts (ACT, NSW, Queensland, Victoria), 
while a Nurse Educator from Western Australia reported that their ED 
provided ten supernumerary shifts to TSPP participants. The Western 
Australian data were only reported by one Nurse Educator, and so 
cannot be considered to be representative.  
Curriculum documents revealed that no supernumerary time was 
intended to be provided in TSPP D or E; however, TSPP C offered two 
weeks of a ‘shared patient load’, wherein two TSPP participants were 
paired, and allocated to a clinical area which would normally be 
managed by one emergency nurse. No other TSPPs were reported to 
offer this type of support in either the survey data or curriculum 
documents. 
186 
Table 5.12 
Supernumerary shifts within the Transition to Specialty Practice 
Programs by peer group and state 
Supernumerary 
shifts offered 
No. of supernumerary 
shifts per TSPP 
n % Mdn IQR Ȥ2 p 
Peer Group     
Medium metropolitan & rural (n =
11) 
10 90.9 2 2-3 
Principal referral (n = 34) 26 76.5 2 1-3 
1.20 0.75 Large metropolitan (n = 7) 5 71.4 2 0-3 
Large regional and remote (n = 7) 4 57.1 3 0-10 
       
State (a)       
ACT (n = 1) 1 100 2 - 
WA (n = 1) 1 100 10 - 
SA (n = 2) 2 100 3 - 
VIC (n = 18) 15 83.3 2 2-2 
NSW (n = 24) 18 75.0 2 0-3 
TAS (n = 4) 3 75.0 4 1-13 
QLD (n = 9) 5 55.6 2 0-7   
       
Total (n = 59) 45 76.3 2 1-3   
Note. TSPP = Transition to Specialty Practice Program; ACT = Australian Capital 
Territory; WA = Western Australia; SA = South Australia; VIC = Victoria; NSW = 
New South Wales; TAS = Tasmania; QLD = Queensland.  
(a) no statistical analysis performed due to small sample in some cells 
5.8.3 Clinical support shifts  
Most Nurse Educators reported that clinical support shifts were 
provided to TSPP participants (n = 45, 78.9%). Clinical support shifts 
were reported to be provided by CNEs (n = 58), RNs (n = 32), CNS’ (n 
= 28) and Clinical Coaches (n = 18) (Table 5.13). The number of clinical 
support shifts provided to each participant ranged from 0-52 shifts (Mdn
= 5, IQR = 2 - 10). Nine Nurse Educators indicated that no direct clinical 
support was provided to TSPP participants in their EDs, but CNEs were 
available as required. In addition, six Nurse Educators indicated that 
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clinical support shifts were provided to TSPP participants ‘as needed’, 
with no maximum number of shifts.  
The median number of clinical support shifts provided to TSPP 
participants was similar across peer groups, ranging from 3 – 5 (Ȥ2 =
0.49, df = 3, p = 0.92). Two Nurse Educators in Tasmanian EDs (EDs 
82 and 91) both reported providing 50 clinical support shifts to TSPP 
participants. This has skewed the results in Tasmania, and as a result, 
emergency nursing TSPPs in Tasmania appear to offer substantially 
more clinical support shifts (Mdn = 50, IQR = 27 - 56) than TSPPs in 
other states, which provided a median ranging from 2 to 5 clinical 
support shifts.  
The TSPP B curriculum document stated that the program 
incorporated ‘supported clinical development’. No further definition was 
provided to describe this, and there was no suggestion regarding how 
many hours or days should be spent in this. None of the other 
curriculum documents had references to the provision of clinical support 
shifts.  
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Table 5.13 
Clinical support shifts within the Transition to Specialty Practice 
Programs by peer group and state 
Clinical support 
shifts offered 
No. of clinical support shifts 
per TSPP 
n % Mdn IQR Ȥ2 p 
Peer Group     
Medium metropolitan & rural (n = 11) 10 90.9 5 3-10 
Principal referral (n = 32) 25 78.1 5 2-10 
0.49 0.92 Large metropolitan (n = 7) 5 71.4 5 1-11 
Large regional and remote (n = 7) 5 71.4 3 2-38 
       
State (a)       
ACT (n = 1) 1 100 5 - 
TAS (n = 4) 4 100 50 5-50 
SA (n = 2) 2 100 2 - 
WA (n = 1) 1 100 2 - 
NSW (n = 23) 19 82.6 5 3-13 
VIC (n = 17) 12 70.6 5 2-10 
QLD (n = 9) 6 66.7 4 1-12   
       
Total (n = 57) 45 78.9 5 2-10   
Note. TSPP = Transition to Specialty Practice Program ACT = Australian Capital 
Territory; TAS = Tasmania; SA = South Australia; WA = Western Australia; NSW 
= New South Wales; VIC = Victoria; QLD = Queensland. 
(a) no statistical analysis performed due to small sample in some cells 
5.8.4 Total days of clinical preparation 
The number of orientation days, supernumerary shifts and 
clinical support shifts reported via survey were summed per TSPP, to 
give an estimate of the total number of days spent in the clinical setting, 
preparing TSPP participants for clinical practice. The sum of each of 
these days was labelled ‘clinical preparation days’. The median number 
of days of clinical preparation provided to TSPP participants per ED 
was 12 (IQR = 7 - 22).  
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There was no statistically significant difference in the median 
number of clinical preparation days provided to TSPP participants 
across peer groups, with a median ranging from 9 to 13 (Ȥ2 = 1.43, df = 
3, p = 0.70) (Table 5.14). There was disparity in the number of days of 
clinical preparation received by TSPP participants when examined by 
state. TSPP participants in Tasmania had substantially more clinical 
preparation days (Mdn = 56) than TSPP participants in other states 
(Mdn range = 9 - 14). The high number of clinical preparation days 
provided to TSPP participants in Tasmania is due to one Tasmanian ED 
(ED 91) reportedly providing 20 supernumerary shifts and 52 clinical 
support shifts to each TSPP participant. 
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Table 5.14 
Days of clinical preparation (orientation, clinical support and 
supernumerary days) within the Transition to Specialty Practice 
Programs by peer group and state 
Days of clinical preparation per TSPP
Mdn IQR Ȥ2 df p 
Peer Group 
Medium metropolitan & rural (n = 10)  13 9-26 
Principal referral (n = 21) 12 8-24 
1.43 3 0.70 Large regional and remote (n = 6) 12 5-46 
Large metropolitan (n = 7) 9 3-16 
      
State (a)      
TAS (n = 3) 56 - 
WA (n = 1) 14 - 
NSW (n = 16)  13 9-21 
ACT (n = 1) 12 - 
QLD (n = 8) 11 2-24  
SA (n = 2) 10 -  
VIC (n = 9) 9 6-16  
      
Total (n = 40) 12 7-22    
Note. TSPP = Transition to Specialty Practice Program; TAS = Tasmania; WA = 
Western Australia; NSW = New South Wales; ACT = Australian Capital Territory; 
QLD = Queensland; SA = South Australia; VIC = Victoria. 
(a) no statistical analysis performed due to small sample in some cells. IQR not 
reported in some cells due to small numbers 
5.8.5 Preceptorship 
In addition to the provision of theoretical content and days of 
clinical preparation, many TSPPs utilised a preceptorship model to 
support TSPP participants (n = 41, 90.9%) (Table 5.15).  
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Table 5.15 
Preceptorship models utilised in Transition to Specialty Practice 
Programs, by peer group and state 
Assigned a preceptor
n % 
Peer Group 
Large regional & remote (n = 7) 6 85.7 
Medium metropolitan & rural (n = 11) 10 90.9 
Principal referral (n = 35) 21 60.0 
Large metropolitan (n = 7) 4 57.1 
State
ACT (n = 1) 1 100 
SA (n = 2) 1 50.0 
TAS (n = 4) 4 100 
WA (n = 1) 1 100 
NSW (n = 26) 20 76.9
VIC (n = 17) 10 58.8
QLD (n = 9) 4 44.4
Total (n = 60) 41 68.3 
Note. ACT = Australian Capital Territory; SA = South Australia; TAS = Tasmania; 
WA = Western Australia; NSW = New South Wales; VIC = Victoria; QLD = 
Queensland. 
Nurse Educators in medium metropolitan and rural EDs (n = 10, 
90.9%) and large regional and remote EDs (n = 6, 85.7%) reported 
more frequent allocation of preceptors to TSPP participants, than Nurse 
Educators in other peer groups (5.1% - 60.0%). There was also 
disparity in the allocation of preceptors between states. In some states, 
preceptors were always made available to TSPP participants (Western 
Australia n = 1, 100%; ACT n = 1, 100%; Tasmania n = 4, 100%). Both 
of the state-wide TSPP curriculum documents (TSPP A and B) 
specifically stated that participants would be allocated a preceptor. 
However, Nurse Educators from those states who completed the survey 
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indicated that preceptors were not always allocated (n = 4, 44.4% and n
= 20, 76.9% respectively).  
5.8.6 TSPP clinical preparation and professional 
development outcomes 
Clinical preparation days seemed to be associated with 
professional development outcomes. EDs with TSPPs which had 10-12 
days of clinical preparation time had a slightly higher percentage of 
nurses who were postgraduate qualified (34.5%), than EDs with either 
1-9 days of clinical preparation time (33.3%) or 13+ days of clinical 
preparation time (23.5%) (Table 5.16). This difference was not 
statistically significant (Ȥ2 = 0.94, df = 2, p = 0.63). EDs with TSPPs 
which had 10-12 days of clinical preparation time also had a greater 
percentage of CNS staff (19.9%), than EDs with either 1-9 days of 
clinical preparation time (15.6%) or 13+ days of clinical preparation time 
(6.7%). It is likely that this did not reach statistical significance due to 
limited sample size (Ȥ2 = 3.48, df = 2, p = 0.18).    
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Table 5.16 
Clinical preparation time and professional development outcomes 
1-9 days 
clinical 
preparation
10-12 days 
clinical 
preparation 
13+ days 
clinical 
preparation
   
 Ȥ2 df p 
Percentage of nurses with a postgraduate qualification
n = 5 n = 6 n = 8 
0.94 2 0.63  33.3 34.5 23.5 
 13.9-40.1 21.5-49.2 17.1-39.1 
Percentage of nurses who are Clinical Nurse Specialists
n = 5 n = 6 n = 8 
3.48 2 0.18  15.6 19.9 6.7 
 4.2-20.5 12.2-26.2 2.1-17.5 
5.9  Transition to Specialty Practice Program Content 
Delivery 
TSPP content was delivered either via study days (n = 53, 
81.5%), self-directed learning packages (n = 51, 78.5%), or a 
combination of both of those approaches (n = 46, 70.8%). Study days 
included lectures and tutorials, and thirteen Nurse Educators (24.5%) 
reported also using simulation. The number of study days within TSPPs 
ranged from 0 - 15 days (Mdn = 5, IQR = 2 - 6). All Nurse Educators 
indicated that TSPP participants were paid to attend the study days (n =
53, 100%). There was no significant difference between the median 
number of study days offered between peer groups, which ranged from 
5 - 6 (Ȥ2 = 0.99, df = 3, p = 0.80) (Table 5.17). Queensland TSPP 
participants received less study days (Mdn = 2, IQR = 0 - 5) than 
participants in other states (Mdn = 5-6). 
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Eleven Nurse Educators reported that no study days were 
provided as part of the TSPP in their ED. The EDs that did not provide 
study days were spread between Queensland (n = 4), NSW (n = 3), 
Victoria (n = 3), and South Australia (n = 1). Most (n = 8, 72.7%) were 
principal referral EDs, with medium metropolitan and rural EDs (n = 2, 
18.2%) and large regional and remote EDs (n = 1, 9.1%) making up the 
remainder.  
Table 5.17 
Study days within the Transition to Specialty Practice Programs by peer 
group and state 
 Study days 
offered 
No. of study days per TSPP 
n % Mdn IQR Ȥ2 df p 
Peer Group     
Large metropolitan (n = 9) 9 100 5 2-8    
Large regional and remote (n =
7)
6 85.7 6 2-6 
0.99 3 0.80Principal referral (n = 38) 30 78.9 5 2-6 
Medium metropolitan & rural (n =
10) 
8 80 5 2-5 
        
State (a)        
ACT (n = 1) 1 100 6 - 
TAS (n = 4) 4 100 5 3-6  
WA (n = 1) 1 100 6 -  
NSW (n = 27) 24 88.9 5 5-5  
VIC (n = 18) 15 83.3 6 3-10  
SA (n = 3) 2 66.7 6 -  
QLD (n = 10) 6 60.0 2 0-5  
        
Total (n = 64) 53 82.8 5 2-6    
Note. TSPP = Transition to Specialty Practice Program; ACT = Australian Capital 
Territory; TAS = Tasmania; WA = Western Australia; NSW = New South Wales; 
VIC = Victoria; SA = South Australia; QLD = Queensland. 
(a) no statistical analysis performed due to small sample in some cells 
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Curriculum documents indicated that TSPP C was designed to 
provide ten study days, and TSPP D was designed to provide six study 
days. TSPP A was designed to be delivered via eight self-directed 
learning modules. TSPPs B and E were also self-directed, with a 
workbook for TSPP participants to complete. The TSPP B curriculum 
document also stated that the program incorporated ‘structured learning 
opportunities’. There was no detail provided regarding what the 
structured learning opportunities might include. No reference was made 
to the provision of study days within the TSPP B curriculum documents, 
although 24 Nurse Educators from that state reported providing study 
days within their TSPP, including 7 who introduced the TSPP after 2011, 
when the state-wide TSPP was in place. 
The number of study days identified in curriculum documents 
were compared with the number of study days reported by Nurse 
Educators at those respective sites. TSPP A was designed to be 
delivered via eight self-directed learning modules, and did not include 
study days. However, more than half of the Nurse Educators from 
TSPP A EDs reported that study days were included within their TSPP 
(Mdn = 2, IQR = 0-5) (Table 5.18). The TSPP B curriculum document 
made reference to structured learning opportunities, but did not indicate 
how many should be provided or the form they should take. Perhaps as 
a result, there was wide variation in the number of study days provided 
in TSPP B EDs, with a median of five study days identified. The number 
of TSPP study days reported by Nurse Educators at TSPP C, D and E 
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EDs matched the structure outlined in the curriculum documents (Table 
5.18).  
Table 5.18 
Number of study days provided within selected Transition to Specialty 
Practice Programs 
TSPP A  TSPP B  TSPP C  TSPP D  TSPP E  
Number of study days per curriculum document   
 0 0 10 6 0 
        
Number of study days provided per surveys      
(n = 10) (n = 27) (n = 3) (n = 2) (n = 1)
n % n % n % n % n %
0 4 40.0 3 11.1 - - - - 1 100
2 3 30.0 4 14.8 - - - - - - 
3 - - 5 18.5 - - - - - - 
5 1 10.0 10 37.0 - - - - - - 
6 2 20.0 4 14.8 - - 2 100 - - 
10 - - 1 3.7 3 100 - - - - 
Note. TSPP A & B = state-wide transition to specialty practice programs; TSPP C 
– E = health service specific transition to specialty practice programs 
5.9.1 TSPP study days and professional development 
outcomes 
Only 12 Nurse Educators indicated that the TSPP did not include 
study days. As a result of this small sample, comparisons could not be 
made between TSPPs with study days and TSPPs without study days. 
There was no significant difference in the percentage of nurses who 
held a relevant postgraduate qualification when the number of study 
days was compared. Almost one-third of nurses in EDs with TSPPs that 
had 5-6 study days held a relevant postgraduate qualification (27.3%), 
while just over one-third of nurses in EDs with TSPPs which had 10-12 
study days held a relevant postgraduate qualification (35.4%, U = 15.0, 
z = 1.09, p = 0.32, r = 0.27) (Table 5.19). There was a slightly higher 
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percentage of CNS staff in EDs with TSPPs which had 5-6 study days 
(17.4%) than EDs with TSPPs which had 10-12 study days (12.3%), but 
this was not statistically significant (U = 28.0, z = 0.75, p = 0.49, r = 
0.18). 
Table 5.19 
Professional development outcomes: compared by number of study 
days within Transition to Specialty Practice Programs  
5-6 study 
days 
10-12 
study days 
    
U z p r 
Percentage of nurses with a postgraduate qualification
n = 12 n = 4 
15.0 1.09 0.32 0.27  27.3 35.4 
 17.3-41.7 27.1-52.6 
Percentage of nurses who are Clinical Nurse Specialists
n = 12 n = 6 
28.0 0.75 0.49 0.18  17.4 12.3 
 3.8-23.8 7.1-15.6 
5.10  Theoretical Content Delivered within TSPPs 
The content within each TSPP was examined to identify content 
that was common to all programs.  As described in Chapter Three, 
Nurse Educators completing the survey were provided with a list of 
content areas and asked to indicate which content was included in their 
emergency nursing TSPP. The most common TSPP content areas 
included: adult assessment (n = 56, 83.6%); chest pain management (n 
= 51, 76.1); respiratory emergencies (n = 50, 74.6%); and paediatric 
assessment (n = 48, 71.6%) (Table 5.20). Nurse Educators were also 
given the option of listing additional content in a free text response. 
TSPP content which was identified by Nurse Educators were: assault (n 
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= 5, 7.5%), wound management (n = 4, 6.0%), and toxicology (n = 3, 
4.5%). 
Table 5.20 
Content Presented in Transition to Specialty Practice Program Study 
Days  
(n = 67 EDs) 
Content themes Content delivered 
n %
Adult assessment 56 83.6 
Chest Pain Management 51 76.1 
Respiratory Emergencies 50 74.6 
Paediatric Assessment 48 71.6 
Cardiac Emergencies 46 68.7 
ECG Interpretation 45 67.2 
Shock 45 67.2 
Trauma 45 67.2 
Mental Health Emergencies 43 64.2 
Neurological Emergencies 41 61.2 
Pain Management 41 61.2 
Communication 41 61.2 
Basic Life Support 37 55.2 
Advanced Life Support 35 52.2 
Musculoskeletal 33 49.3 
Gastrointestinal Emergencies 31 46.3 
Gynaecological and Obstetric Emergencies 30 44.8 
Endocrine Emergencies 28 41.8 
Legal & Ethical Issues 25 37.3 
Pharmacology 24 35.8 
Renal Emergencies 23 34.3 
Quality and Safety 17 25.4 
Integumentary 17 25.4 
Triage 13 19.4 
Assault 5 7.5 
Wound Management 4 6.0 
Toxicology 3 4.5 
Core content was identified in each curriculum document. The 
core content in the curriculum documents for TSPPs C, D, and E, 
matched the content reported in the survey by the respective ED Nurse 
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Educators. Curriculum documents for the state-wide TSPPs (A and B) 
also identified core content for TSPP participants to complete. None of 
the core content in either TSPP A or TSPP B was addressed by all 
TSPPs in the respective EDs (Table 5.21). Patient assessment, trauma, 
cardiac and respiratory emergencies were included in most TSPPs in 
both TSPP A and TSPP B. However, in TSPP B EDs, some core 
content was infrequently reported to be delivered in TSPPs offered. In 
particular, content regarding management of assault (n = 5, 17.9%) was 
rarely included in TSPP B EDs, and content on gynaecological and 
obstetric emergencies (n = 15, 53.6%) was only provided in half the 
TSPP B EDs. Core TSPP A content included endocrine emergencies, 
gynaecological and obstetric emergencies, and gastrointestinal 
emergencies. Each of these three content areas were included in only 
one-third of TSPP A EDs (n = 3, 30%) (Table 5.21).  
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Table 5.21 
Transition to Specialty Practice Program content reported by Nurse 
Educators in respective state emergency departments 
Content themes TSPP A content 
delivered  
(n = 10) 
TSPP B content 
delivered  
(n = 28) 
n % n %
Adult assessment ab 8 80.0 25 89.3 
Chest Pain Management a 7 70.0 24 85.7 
Respiratory Emergencies ab 7 70.0 22 78.6 
Paediatric Assessment ab 7 70.0 21 75.0 
Cardiac Emergencies ab 7 70.0 19 67.9 
Trauma ab 8 80.0 22 78.6 
Mental Health Emergencies ab 6 60.0 20 71.4 
ECG Interpretation 7 70.0 17 60.7 
Shock ab 6 60.0 18 64.3 
Neurological Emergencies ab 4 40.0 20 71.4 
Pain Management ab 5 50.0 20 71.4 
Communication b 4 40.0 20 71.4 
Basic Life Support 2 20.0 18 64.3 
Advanced Life Support  3 30.0 14 50.0 
Musculoskeletal a 4 40.0 14 50.0 
Gastrointestinal Emergencies a 3 30.0 12 42.9 
Gynaecological & Obstetric 
Emergencies ab
3 30.0 15 53.6 
Endocrine Emergencies a 3 30.0 8 28.6 
Legal & Ethical Issues  4 40.0 11 39.3 
Pharmacology 2 20.0 9 32.1 
Renal Emergencies  2 20.0 6 21.4 
Quality and Safety 1 10.0 7 25.0 
Integumentary 3 30.0 5 17.9 
Triage 1 10.0 9 32.1 
Assault b 0 0 5 17.9 
Wound Management 0 0 4 14.3 
Toxicology 0 0 3 10.7 
Note. a Content prescribed in TSPP A curriculum document; b Content prescribed 
in TSPP B curriculum document.  
5.10.1  TSPP duration and breadth of content  
Content delivered in the emergency nursing TSPPs was 
examined in the context of TSPP duration. Content was considered to 
be regularly included in a TSPP if it were reported by at least 70 per 
cent of the Nurse Educators surveyed. TSPPs which were of six months’ 
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duration regularly included content on adult assessment, paediatric 
assessment, chest pain management, respiratory emergencies, mental 
health emergencies, pain management, and communication (Table 
5.22). Emergency nursing TSPPs which were of 12 months’ duration 
also regularly included all of the content listed above. In addition, further 
content which was regularly included in TSPPs of 12 months’ duration 
were cardiac emergencies, ECG interpretation, and trauma. 
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Table 5.22 
Duration of Transition to Specialty Practice Programs and content 
presented 
Content themes No. of Nurse Educators 
reporting content delivered 
 6 months 
(n = 20) 
12 months 
(n = 39) 
n % n % 
Adult assessment 18 90.0 34 87.2 
Paediatric Assessment 17 85.0 28 71.8 
Mental Health Emergencies 17 85.0 26 66.7 
Chest Pain Management 16 80.0 31 79.5 
Respiratory Emergencies 16 80.0 31 79.5 
Pain Management 14 70.0 25 64.1 
Communication 14 70.0 25 64.1 
Cardiac Emergencies 13 65.0 32 82.1 
ECG Interpretation 13 65.0 30 76.9 
Trauma 13 65.0 29 74.4 
Shock 13 65.0 27 69.2 
Neurological Emergencies 13 65.0 26 66.7 
Gynaecological & Obstetric Emergencies 11 55.5 17 43.6 
Basic Life Support 10 50.0 25 64.1 
Musculoskeletal 10 50.0 22 56.4 
Gastrointestinal Emergencies 10 50.0 19 48.7 
Endocrine Emergencies 9 45.0 18 46.2 
Advanced Life Support 8 40.0 25 64.1 
Renal Emergencies 7 35.0 15 38.5 
Pharmacology 6 30.0 17 43.6 
Legal & Ethical Issues 6 30.0 17 43.6 
Quality and Safety 5 25.0 11 28.2 
Triage 5 25.0 6 15.4 
Integumentary 4 20.0 13 33.3 
Assault 3 15.0 1 2.6 
Toxicology 2 10.0 1 2.6 
Wound Management 1 5.0 2 5.1 
5.10.2  Number of TSPP study days and breadth of 
content
From a sample of 53 Nurse Educators, 17 (32.1%) reported that 
their TSPP had between one and four study days. TSPPs with one to 
four study days regularly included content on adult assessment, 
respiratory emergencies, chest pain management, paediatric 
203 
assessment, ECG interpretation, and mental health emergencies (Table 
5.23). Half the Nurse Educators (n = 27, 50.1%) reported the TSPP in 
their ED had five to six study days. TSPPs with five to six study days 
regularly included the content listed above, and also included content 
on cardiac emergencies, pain management, Basic Life Support, shock, 
trauma, communication and neurological emergencies. Less than one 
fifth of Nurse Educators (n = 9, 17.0%), reported that their emergency 
nursing TSPP had between seven and fifteen study days. TSPPs with 
seven to fifteen study days regularly included all content named above, 
and also included content on Advanced Life Support, endocrine 
emergencies, musculoskeletal, gastrointestinal emergencies, and renal 
emergencies.   
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Table 5.23 
Content presented in Transition to Specialty Practice Program study 
days, compared by number of study days 
Content themes 1-4 study 
days  
(n = 17) 
5-6 study 
days 
(n = 27) 
7-15 study 
days 
(n = 9)
n % n % n % 
Adult assessment 15 88.2 27 100 9 100 
Respiratory Emergencies 14 82.4 24 88.9 9 100 
Chest Pain Management 12 70.6 26 96.3 9 100 
Paediatric Assessment 12 70.6 22 81.5 9 100 
ECG Interpretation 12 70.6 21 77.8 8 88.9 
Mental Health Emergencies 12 70.6 19 70.4 9 100 
Shock 11 64.7 21 77.8 7 77.8 
Trauma 11 64.7 21 77.8 8 88.9 
Communication 11 64.7 20 74.1 8 88.9 
Neurological Emergencies 10 58.8 20 74.1 9 100 
Cardiac Emergencies 9 52.9 26 96.3 8 88.9 
Musculoskeletal 9 52.9 14 51.9 8 88.9 
Gynaecological & Obstetric 
Emergencies 
9 52.9 13 48.1 6 66.7 
Pain Management 8 47.1 22 81.5 8 88.9 
Advanced Life Support 6 35.3 18 66.7 9 100 
Gastrointestinal Emergencies 6 35.3 14 51.9 8 88.9 
Basic Life Support 5 29.4 22 81.5 8 88.9 
Endocrine Emergencies 4 23.5 13 48.1 9 100 
Legal & Ethical Issues 6 35.3 12 44.4 5 55.6 
Pharmacology 4 23.5 13 48.1 6 66.7 
Renal Emergencies 3 17.6 11 40.7 8 88.9 
Quality and Safety 3 17.6 9 33.3 5 55.6 
Integumentary 3 17.6 7 25.9 5 55.6 
Triage 2 11.8 9 33.3 1 11.1 
Assault 3 17.6 2 7.4 0 0 
Wound Management 2 11.8 2 7.4 0 0 
Toxicology 2 11.8 1 3.7 0 0 
5.11  Assessments within Transition to Specialty Practice 
Programs 
Written and clinical assessments were a feature of many TSPPs. 
Most Nurse Educators reported that clinical assessments were utilised 
in their emergency nursing TSPP (Table 5.24). This was similar across 
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peer groups ranging from 82.9% in principal referral EDs (n = 29) to 
100% in large metropolitan EDs (n = 7). Use of clinical assessments 
was also similar across states. All Nurse Educators in several states 
reported that clinical assessments were utilised (ACT, Queensland, 
South Australia, Tasmania, Western Australia). Victoria had the lowest 
reported use of clinical assessments, with two-thirds of Nurse 
Educators (n = 12, 70.6%) reporting assessments were used in their 
emergency nursing TSPP. All five curriculum documents indicated that 
clinical assessments were a feature of the TSPPs. 
Table 5.24 
Assessments required of Transition to Specialty Practice Program 
participants, by peer group and state 
Clinical 
assessment 
Written assessment 
n % n % 
Peer Group     
Large metropolitan (n = 7) 7 100 7 100 
Medium metropolitan & rural (n = 11) 10 90.9 4 36.4 
Large regional & remote (n = 7) 6 85.7 2 28.6 
Principal referral (n = 35) 29 82.9 25 71.4 
    
State     
ACT (n = 1) 1 100 0 0 
QLD (n = 9) 9 100 9 100 
SA (n = 2) 2 100 2 100 
TAS (n = 4) 4 100 2 50.0 
WA (n = 1) 1 100 0 0 
NSW (n = 26) 23 88.5 14 53.8 
VIC (n = 17) 12 70.6 11 64.7 
     
Total (n = 60) 52 86.7 38 63.3 
Note. ACT = Australian Capital Territory; QLD = Queensland; SA = South 
Australia; TAS = Tasmania; WA = Western Australia; NSW = New South Wales; 
VIC= Victoria. 
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Curriculum documents revealed that written assessments were 
an optional feature in some TSPPs (TSPP B, C), and were a 
compulsory feature of successful completion of other emergency 
nursing TSPPs (TSPP A and D). The survey showed that there was 
disparity in the use of written assessments between peer groups. Less 
than one third of EDs in the large regional and remote ED peer group 
were reported to use written assessments in their TSPP (n = 2, 28.6%), 
while all EDs in the large metropolitan ED peer group had written 
assessments in their TSPP (n = 7, 100%) (Table 5.24). The compulsory 
written assessment in TSPP A was reportedly utilised by all of the 
Nurse Educators at each ED in that state (n = 9, 100%). The optional 
written assessments in TSPP B, were only utilised by half the Nurse 
Educators in that state (n = 14, 53.8%). The use of written assessments 
in TSPPs in other states varied from 0% - 100%.  
5.12  Transition to Specialty Practice Programs and 
Postgraduate Study  
Two of the TSPP curriculum documents indicated that the TSPP 
formally articulated to postgraduate study, providing credit into 
postgraduate emergency nursing programs for participants who 
completed the TSPP (TSPP A, C). More than one-third of Nurse 
Educators surveyed reported that TSPPs formally articulated to 
postgraduate study (n = 23, 38.3%). A larger percentage of Nurse 
Educators in principal referral EDs (n = 18, 51.4%) and large 
metropolitan EDs (n = 4, 57.1%) reported credit toward postgraduate 
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study from their TSPPs than Nurse Educators in medium metropolitan 
and rural EDs (n = 1, 9.1%) (Table 5.25). TSPPs in large regional and 
remote EDs were not reported to articulate to postgraduate study. 
Nurse Educators in Queensland (n = 9, 100%) and Victoria (n = 9, 
52.9%) also more frequently reported credit towards postgraduate study 
than Nurse Educators in other states.  
Table 5.25 
Transition to Specialty Practice Program articulation to postgraduate 
study 
Credit towards 
postgraduate 
study 
1 unit credit 2 units credit 
n % n % n %
Peer Group       
Large metropolitan (n = 7) 4 57.1 3 75.0 1 25.0 
Principal referral (n = 35) 18 51.4 9 50.0 9 50.0 
Medium metropolitan & rural (n 
= 11) 
1 9.1 1 100 0 0 
Large regional & remote (n = 7) 0 0 - - - - 
   
State    
QLD (n = 9) 9 100 0 0 9 100 
VIC (n = 17) 9 52.9 9 100 - - 
TAS (n = 4) 1 25.0 1 100 - - 
NSW (n = 26) 4 15.4 3 75.0 1 25.0 
ACT (n = 1) 0 0 - - - - 
SA (n = 2) 0 0 - - - - 
WA (n = 1) 0 0 - - - - 
       
Total (n = 60) 23 38.3 13 56.5 10 43.5 
Note. QLD = Queensland; VIC = Victoria; TAS = Tasmania; NSW = New South 
Wales; ACT = Australian Capital Territory; SA = South Australia; WA = Western 
Australia. 
Of the 23 emergency nursing TSPPs which provided credit 
toward postgraduate study, just over half (n = 13, 56.5%) received one 
unit of credit, while the remaining TSPPs (n = 10, 43.5%) were awarded 
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two units of credit in postgraduate programs (Mdn = 1, IQR = 1 - 2) 
(Table 5.25).  
5.12.1  TSPP characteristics and articulation to 
postgraduate study 
There was a significant association between the duration of 
TSPPs and credit towards postgraduate study (Ȥ2 = 8.51, df = 2, p = 
0.01, Cramer’s V = 0.38) (Table 5.26). TSPPs which were of twelve 
months’ duration were statistically more likely to receive credit towards 
postgraduate study (n = 19, 54.3%) than TSPPs which were of six 
months’ duration (n = 4, 21.1%), or of less than one month’s duration (n 
= 0, 0%).  There was also a significant association between TSPPs with 
written assessments and credit towards postgraduate study (Ȥ2 = 14.60, 
df = 1, exact p = <0.001, phi = 0.53). More than half of the TSPPs with 
written assessments were awarded credit towards postgraduate study 
(n = 22, 57.9%), while only one TSPP without a written assessment 
(4.5%) was reported to be awarded credit towards postgraduate study. 
The mode of TSPP content delivery did not influence whether 
postgraduate credit was awarded. One-third of TSPPs with study days 
(n = 20, 39.2%) and one-third of TSPPs which were self-directed (n = 3, 
37.5%) received credit towards postgraduate study (Ȥ2 = 0.009 df = 16, 
p = 0.93, phi = 0.01).  
209 
Table 5.26 
Relationship between Transition to Specialty Practice Program 
characteristics and credit towards postgraduate study 
TSPP characteristic Ȥ2 df p Effect size 
Duration (n = 58) 8.51 2 0.01 0.38(b)
Study days (n = 59) 0.009 1 0.93* 0.01(a)
Written assessments (n = 60) 14.60 1 <0.001 0.53(a)
Note. TSPP = Transition to Specialty Practice Program.  
* Fishers Exact Probability Test. (a) Phi. (b) Cramer’s V. 
5.13  Key findings  
The characteristics of emergency nursing TSPPs varied, and are 
summarised in the following section. The majority of TSPPs were 
targeted at RNs with at least twelve months of post-registration nursing 
experience. Most TSPPs were of six to twelve months’ duration. TSPPs 
of six months’ duration were associated with a higher percentage of 
nurses with a postgraduate qualification, and a higher percentage of 
CNS staff on the emergency nursing roster.  
TSPPs varied in the amount of clinical preparation time offered, 
and the way the clinical preparation time was divided between 
orientation, supernumerary time and clinical support. Ten days of 
clinical preparation time appears most suitable for TSPP participants, 
based on the survey results. TSPPs with ten days of clinical preparation 
time had a greater percentage of CNS staff on the nursing roster 
(19.9%).  The division of this clinical preparation time is commonly: (i) 
three days for orientation; (ii) two supernumerary shifts; and (iii) five 
clinical support shifts. This division of clinical preparation time is 
practised in 45 emergency nursing TSPPs (76.3%) around Australia. 
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Most TSPPs included study days. There was no significant 
difference in professional development outcomes when the number of 
study days was examined. TSPPs which had five or six study days 
regularly delivered all of the content which was most frequently reported, 
including advanced content such as ECG interpretation, trauma 
management and shock.  Assessments were attached to most TSPPs 
and provided opportunities for TSPP participants to apply for credit into 
postgraduate study.  
5.14  Conclusion 
Emergency nursing TSPP processes have been reported in this 
chapter, including an examination of the aims, duration, and 
characteristics of TSPPs. The majority of EDs in the sample offered an 
emergency nursing TSPP. The aims of the emergency nursing TSPPs 
were to develop the theoretical knowledge and skill development of 
novice emergency nurses, and to provide a supportive environment 
which allowed the integration and socialisation of new staff. A small 
number of EDs offered TSPPs as a means of capacity building, and the 
aims of those TSPPs were to increase nursing recruitment and 
retention. TSPPs were an effective nursing retention strategy. There 
were significantly more nurses who had completed TSPPs in EDs which 
had been offering the TSPP for longer periods.  
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Emergency nursing TSPPs were usually coordinated by CNEs, 
and had a median duration of 12 months. EDs with TSPPs of six 
months’ duration had a significantly greater percentage of CNS staff on 
the roster and a greater percentage of nurses with a relevant 
postgraduate qualification. There was no other significant difference in 
professional development outcomes between TSPPs which were of six 
or twelve months’ duration. In general, EDs offered TSPP participants 
three orientation days, two supernumerary shifts, and five clinical 
support shifts, and TSPPs which offered these ten days of clinical 
preparation time had a higher percentage of CNS staff on the nursing 
roster. Most TSPPs relied on five to ten study days to deliver content. 
TSPPs which had five or six study days, regularly delivered all of the 
same content as TSPPs with ten study days.  TSPP participants were 
usually paid to attend these study days. While state-wide programs 
were offered in Queensland and NSW, there was substantial variation 
in the duration, delivery mode and content delivered between TSPPs, 
both within Queensland, and NSW, and in other states. One-third of 
TSPPs were reported to articulate to postgraduate study in emergency 
nursing, and a larger percentage of nurses had completed relevant 
postgraduate qualifications in EDs with TSPPs. EDs with TSPPs had 
significantly more CNS staff on the roster than EDs without TSPPs.  
The literature indicates that TSPPs were introduced as a strategy 
to address nursing recruitment and retention issues, and to facilitate the 
professional development of novice emergency nurses (Morphet et al., 
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2011). The data in Phase One has described the design and 
characteristics of TSPPs, and identified the benefits of some 
characteristics over others, but does not explain whether TSPPs are 
improving nursing recruitment and retention, or what level of 
professional development is expected of TSPP participants on 
completion. These questions and other functions of TSPPs were 
explored in Phase Two of this study, and will be examined in Chapter 
Six.  
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CHAPTER SIX – RESULTS: FUNCTIONS AND
‘OUTCOMES’
6.1  Introduction 
In Phase One of this study, the structure of Australian EDs, and 
TSPP process were examined. These results were presented in 
Chapter Four and Chapter Five. The major gaps arising from the data 
collected in Phase One of this study were:  
x What are the essential characteristics of an emergency 
nursing TSPP?  
x How does the emergency nursing TSPP relate to nursing 
recruitment and retention? 
x What level of professional practice are participants 
expected to be performing at by the end of an emergency 
nursing TSPP? 
x How does the emergency nursing TSPP relate to 
postgraduate study? and  
x What challenges would the ED face without an emergency 
nursing TSPP? 
As discussed in Chapter Three, the key purpose of Phase Two of 
this study was to add context and meaning to the survey findings in 
Phase One. Semi-structured interviews were conducted with Nurse Unit 
Managers and Nurse Educators to address the gaps arising from Phase 
One, and to examine the functions of, and outcomes arising from, 
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emergency nursing TSPPs. Thirteen interviews were conducted. Six 
interviews were conducted with Nurse Unit Managers and seven 
interviews were conducted with Nurse Educators. Most of the 
interviewees (n = 11, 84.6%) were from EDs with TSPPs. The 
interviews were conducted over a five week period, and varied in length 
from 25 minutes to 62 minutes, with an average of 43 minutes. In total, 
there were 562 minutes of interviews. 
As described in Chapter Three, inductive analysis was used to 
analyse the interview transcripts. The results of the interviews can be 
broadly allocated into four themes: 
x Key characteristics of TSPPs, 
x Meeting the needs of the ED, 
x Meeting the needs of novice emergency nurses, and 
x Managing the costs of TSPPs. 
This chapter is presented in five main sections. In the first 
section, the interviewees will be described. The characteristics of 
TSPPs that Nurse Unit Managers and Nurse Educators identified as 
being important will be presented in Section Two. In Section Three, the 
way in which the TSPP meets the needs of the ED will be discussed. 
The way in which the TSPP meets the needs of the novice emergency 
nurse will be presented in Section Four. Finally, the costs of TSPPs as 
perceived by ED Nurse Unit Managers and Nurse Educators will be 
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presented. This discussion highlights how highly Nurse Unit Managers 
and Nurse Educators value the TSPP. 
216 
6.2  Interview Participants 
The interview participants were all experienced emergency 
nurses employed as Nurse Unit Managers or Nurse Educators. They 
were employed in 13 different EDs in Victoria (n = 5), NSW (n = 3), 
Queensland (n = 3), ACT (n = 1), and South Australia (n = 1) (Table 
6.1). Between them they had 186 years of emergency nursing 
experience. Years of emergency nursing experience ranged from 5 to 
21 years (Mdn = 14 years, IQR 12 – 18.5 years). The Nurse Unit 
Managers had between 1 year and 15 years of experience in their role 
as Nurse Unit Manager (Mdn = 4.5 years, IQR 1.8 - 9.8 years). The 
Nurse Educators had been in their role between two and seven years 
(Mdn = 5 years, IQR 3.5 - 7.0 years).  
All of the Nurse Unit Managers and Nurse Educators interviewed 
had completed a postgraduate qualification in emergency nursing. The 
highest qualification held by two participants was a Graduate Diploma, 
and all other participants had completed one or more Masters degrees. 
Most participants had completed a Master of Nursing with a focus on 
either management (n = 3) or education (n = 6), as relevant to their role. 
Other Masters qualifications completed included Research, Nurse 
Practitioner, and Public Health. One Nurse Unit Manager had 
completed a PhD. Seven interviewees had completed more than one 
Masters qualification, between the 13 people interviewed, there were 20 
Masters qualifications completed.  
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Table 6.1 
Interviewee demographics 
Interview 
number 
Position in ED State  ED nursing 
experience 
(years) 
Current position 
(years) 
Peer Group TSPP 
offered 
Code
1 Nurse Unit Manager NSW 8 2 Principal referral Yes NUM 1 
2 Nurse Educator QLD 15 3.5 Principal referral Yes NE 2 
3 Nurse Unit Manager VIC 20 4 Principal referral Yes NUM 3 
4 Nurse Unit Manager ACT 12 5 Principal referral Yes NUM 4 
5 Nurse Educator VIC 14 7 Principal referral Yes NE 5 
6 Nurse Educator NSW 18 7 Principal referral Yes NE 6 
7 Nurse Educator SA 14 5 Principal referral No NE 7 
8 Nurse Educator QLD 14 5 Principal referral Yes NE 8 
9 Nurse Unit Manager VIC 19 8 Large regional & remote Yes NUM 9 
10 Nurse Educator NSW 5 2 Principal referral Yes NE 10 
11 Nurse Unit Manager VIC 12 1 Medium No NUM 11 
12 Nurse Educator QLD 14 4 Large regional & remote Yes NE 12 
13 Nurse Unit Manager VIC 21 15 Principal referral Yes NUM 13 
Note. ED = emergency department; NSW = New South Wales; QLD = Queensland; ACT = Australian Capital Territory; VIC = Victoria; SA = South 
Australia; NUM = Nurse Unit Manager; NE = Nurse Educator.  
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6.3  Key characteristics of Transition to Specialty Practice 
Programs  
Interviewees perceived that the two most important 
characteristics of emergency nursing TSPPs were supernumerary time, 
and use of a blended model for delivery of content, which included self-
directed work and study days. Most interviewees reported that 
supernumerary time was provided to TSPP participants (NUM 1, 3, 4, 9 
and 13; NE 2, 8 and 12), as it allowed them time ‘to develop and 
consolidate’ (NUM 1), without the pressure of a patient load: 
… because they are supernumerary, 
they can start to develop the skills 
without the pressures of a full workload.  
And so what we’ve noticed, is that once 
they get to the end of their 
supernumerary period they’re good to 
go; they know the processes … working 
supernumerary on the floor they can get 
the feel of it before they’ve got a full 
workload (NE 6).   
 
While most TSPPs featured study days, Nurse Educators 
reported that a blended model of study days and self-directed work was 
the best way to prepare novice emergency nurses. The completion of 
self-directed work was reported to reduce the volume of content 
required in study days: 
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… we give them packages to complete 
before study days … it’s probably cut in 
half as to how long I need to spend on 
[content].  They seem to be more 
prepared at study days and seem to get 
the knowledge quicker (NE 8).
The Nurse Educator was asked if it was necessary to deliver 
content which had already been completed in a self-directed manner. 
She said:  
I think it definitely works … in the last study day, I
[asked the TSPP participants] ‘did you feel like 
you even needed this session?’ and they said 
‘[yes], it definitely helped consolidate [the content].’ 
They had the basics from the readings but it 
helped consolidate that (NE 8).  
Nurse Educators reported that self-directed learning was most 
effective when it was linked to study days or assessments (NUM 13; NE 
5, 8 and 12). In contrast, when the self-directed learning was not 
attached to an assessment or study day, it was less likely to be 
completed, which slowed down professional development and clinical 
progression.  A Nurse Unit Manager explained:  
I guess that adult learning doesn’t always work.  
They’re not all self-driven (NUM 13).  
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The importance of study days as an impetus to complete self-
directed work was highlighted by one of the Nurse Educators from 
Queensland. Her ED used the state-wide TSPP, which was based on a 
self-directed workbook, with no study days attached. The Nurse 
Educator reported that the lack of structure meant that TSPP 
participants did not make any progress, so she added two study days 
based on the content within the TSPP, which increased completion of 
the TSPP workbook: 
… it’s difficult in some situations, when 
there’s not a lot of structure around the 
processes, [it’s difficult] to make sure 
that [each assessment] is actually 
achieved.  So we’ve structured it … 
there’s two full [study] days included in 
the program … to make sure that we 
could maintain consistency [in
professional development] (NE 2). 
6.4  Meeting the needs of the Emergency Department 
TSPPs were reported to serve important functions in the ED. 
These included increasing nursing recruitment and retention, providing 
consistency to orientation and clinical progression, and fostering the 
professional development of both TSPP participants and other 
221 
emergency nurses.  This was summarised best by a Nurse Educator 
who said:  
We get staff in, we train them up, we keep them 
and mostly they go on to do postgraduate study 
(NE 5).
TSPPs were also reported to raise the profile and visibility of 
education, contribute to succession planning, and improve patient 
safety. Several Nurse Unit Managers and Nurse Educators indicated 
that the ED would not manage without TSPPs (NUM 13; NE 2, 5, 6 and 
8): 
I think they would run into some huge clinical risk, 
like you’ve got staff who are unsupported working 
in a speciality area where they’ve never worked 
before, I think that poses a huge clinical risk in 
terms of deteriorating patients, decision-making, 
all of that stuff (NE 5). 
The functions served by the TSPPs ensured that EDs were 
staffed appropriately such that they could provide effective patient care. 
In the following section, the way in which TSPPs met the needs of the 
ED will be presented.  
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6.4.1 Increasing nursing recruitment  
Increasing nursing recruitment was reported by both Nurse Unit 
Managers and Nurse Educators to have been a key impetus for the 
introduction of TSPPs in the early 2000s (NUM 1, 3 and 13; NE 5 and 
12). Several interviewees indicated that a shortage of emergency 
nurses inspired the introduction of the TSPP, but that in more recent 
years, the emergency nursing roster was full. One Nurse Educator from 
a large regional ED reported that the TSPP had been introduced to 
recruit staff. She said that when the TSPP was introduced:  
… the [ED] was desperate for staff.  Now we’re 
turning people back, turning them away (NE 12).
A Nurse Unit Manager from a principal referral ED also said the 
TSPP was introduced as a recruitment strategy. While being located in 
a capital city, the ED was not a major trauma hospital, and had a ‘very 
high aged care population’, so was not considered ‘attractive’ to many 
ED nurses. To offset this negative perception, the ED introduced the 
TSPP, promoting themselves as an ED with a strong focus on 
education and support: 
One strategy that we really proactively promote is 
that we do offer a solid education and development 
pathway for people that come to us. So that spreads 
and gets around.  We’ve now got a waiting list of 15 
nurses to come to us … And one of the things that’s 
often said [by the TSPP participants] … is that they 
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now see their skills and expertise increasing and they 
can manage the clients coming towards them. So it 
has been very good for recruitment and retention, 
and people do find it very hard to leave us (NUM 1). 
Interviewees reported that they employed RNs with at least one 
year of post-registration nursing experience. This nursing experience 
was usually completed in a Graduate Nurse Program (GNP). One 
Nurse Educator reported that both newly graduated RNs and 
experienced RNs were employed into the emergency nursing TSPP:  
We use the transition program as the graduate 
program (NE 2). 
In Australia, newly graduated RNs usually undertake a GNP 
upon completion of a Bachelor of Nursing. GNPs support the new 
graduate to develop and consolidate comprehensive nursing skills in a 
supportive environment (Casey, Fink, Krugman, & Propst, 2004; Levett-
Jones & FitzGerald, 2005; Nurse Policy Branch, 2003). The use of the 
emergency nursing TSPP in place of a GNP created inequity for 
participants as the newly graduated RNs in the TSPP were provided 
with paid study days, while the experienced RNs in the TSPP attended 
the study days in their own time. There were also organisational 
challenges with this model. The organisation had some newly 
graduated RNs in a GNP, and some newly graduated RNs in the TSPP. 
The GNP participants were expected to have consolidated their general 
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nursing skills upon completion of the twelve month GNP, while the 
newly graduated RNs in the TSPP were expected to be caring for 
patients with critical illness in the resuscitation area within six months of 
commencing the TSPP. No allowance was made for the fact that these 
RNs had no previous nursing experience. 
We’ve got graduates in ED, so for the graduates 
they go on to our transition program, so they are 
required to complete up to the critical care 
module … before they go into our resus 
[resuscitation] area.  They basically work through 
all of the areas, and they finish the program in 
resus [resuscitation], the same as everyone else
(NE 2).  
6.4.2 Increasing nursing retention 
Increasing nursing retention was also an important function of 
TSPPs, and had been the impetus for the introduction of the TSPP in 
some EDs (NUM 13; NE 5, 6, 8, 10 and 12). One Nurse Unit Manager 
said:  
… initially we wanted something that would mean 
that for all the time and effort that was put in, we 
would have them [novice nurses] for a good period 
of time (NUM 13).  
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Most interviewees indicated that the TSPP was having a positive 
effect on nursing retention (NUM 13; NE 5, 6, 8, 10 and 12).   
In the last few years [we’ve] nearly had 100% 
retention of our transition nurses.  And the only 
reason now that they haven’t been staying is 
because we can’t give them a position (NE 10). 
As a result, some Nurse Unit Managers quarantined FTE 
specifically for TSPP participants (NUM 1, 3, 4 and 13; NE 5, 8 and 12). 
One Nurse Unit Manager reported that since the introduction of the 
TSPP, her roster was generally at full capacity:  
… but … I save just a little bit [of FTE] … because 
of the value with the program [TSPP] and … we 
just breed good nurses out of [the TSPP], so … I 
do leave just a little bit of fat there to be able to 
employ them [TSPP participants] into (NUM 3).  
This idea was supported by a Nurse Educator at another ED, 
who said her manager would ‘hold some FTE’ to ensure there were 
spaces to employ TSPP participants into (NE 5). 
While discussing nursing recruitment and retention, it became 
apparent that some interviewees did not have the facilities in place to 
count their nurses accurately. One Nurse Educator reported that the ED 
had 72 nurses commence employment in the previous year. The total 
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ED FTE was 70, and when questioned further, the Nurse Educator 
reconsidered her answer and stated that she relied on orientation 
records to count the number of RNs employed in the previous twelve 
months. The orientation records showed that 72 nurses had been 
orientated to the ED in the previous year. However, the Nurse Educator 
acknowledged that it was likely that some of those people who were 
orientated were student nurses, so the number employed was ‘probably 
34 to 40’ (NE 10). 
A Nurse Unit Manager was also unable to accurately report her 
current nurse staffing level. She ran a report of nurse staffing during the 
interview, but questioned the validity of the numbers in the report, which 
showed she had 85.28 nursing FTE on her roster. The Nurse Unit 
Manager reported she actually only had 30 nurses on her roster (NUM 
11). These examples serve to highlight the difficulties some Nurse Unit 
Managers and Nurse Educators experienced in planning nurse staffing. 
6.4.3 Professional development  
TSPPs were reported to facilitate the professional development 
of emergency nurses, which Nurse Unit Managers and Nurse Educators 
believed reduced risks in the ED. TSPPs facilitated consistency in both 
the content delivered in TSPPs and the rate of clinical progression. 
TSPPs were also perceived to increase the uptake of postgraduate 
study among emergency nurses. There were two key features of 
TSPPs which were reported to facilitate professional development. The 
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first of these was the development of theoretical knowledge through 
study days and supported practice.  
The second key feature of many TSPPs was that novice 
emergency nurses were employed in a group cohort. Nurse Unit 
Managers and Nurse Educators reported that employing TSPP 
participants in a cohort ensured delivery of a consistent message, and 
made it easier for Nurse Unit Managers and Nurse Educators to ‘keep 
track’ of participants, which stopped them ‘slipping through the gaps’ 
(NE 2). The challenges raised by the employment of novice emergency 
nurses were described by Nurse Unit Managers and Nurse Educators, 
and will be presented in the following section. This will be followed by 
the key characteristics and outcomes of TSPPs reported by Nurse Unit 
Managers and Nurse Educators as they relate to professional 
development. 
6.4.3.1 Challenges of employing novice emergency 
nurses into the emergency department 
Nursing recruitment and retention were obviously important 
outcomes resulting from TSPPs; however, the Nurse Unit Managers 
and Nurse Educators reported that employment of novice emergency 
nurses into the ED raised several challenges. Nurses were rostered 
according to a ratio or formula, which usually resulted in one nurse 
caring for three or four ED patients. It was reported that flexibility was 
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not available in this ratio to allow the novice time to develop the 
requisite skills. 
Given our nursing ratios, I can’t have inexperienced 
staff, without them having a workload. So my 
ratios … or my budgeting doesn’t allow me to give 
inexperienced staff a great deal of time to be 
supernumerary or observers (NUM 9).  
Novice emergency nurses were reportedly underprepared for the 
complex assessment and rapid clinical decision-making required of 
emergency nurses. 
Emergency care is complex and it’s variable between 
patients … Pre-registration training prepares you for 
the diagnosed patient, for the patient with a definitive 
condition. When you work in ED you’ve got 
undifferentiated patients with very poor physiological 
resources … Emergency nurses are the first 
clinicians to continue to assess and manage 
patients … are the first ones to initiate symptom 
management and control.  You can’t do that without 
a background of education, knowledge, and 
expertise.  It would be very unsafe and patients 
would suffer as a result (NUM 1). 
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Patient safety was emphasised by several interviewees as an 
important outcome arising from TSPPs (NUM 3, 4, 9 and 13; NE 2, 6 
and 8). A Nurse Educator said that the emergency nursing TSPP: 
… was about professional development, but also 
about safe practice, knowing that you’ve got 
people working in the [patient care] areas who 
know what they’re doing (NE 2).  
This was supported by a Nurse Unit Manager who said:  
I think patient care is improved as a result of critical 
thinking and assessment. The transition program 
encourages that, and I think that’s something that 
we’re losing as a profession (NUM 4). 
Nurse Unit Managers reported that the busy nature of the ED, 
and pressure to manage a full patient load, resulted in novice 
emergency nurses becoming task oriented (NUM 3 and 13), and 
negatively impacted professional development and patient care. The 
TSPP promoted professional development by offering formal education 
and support to novice emergency nurses, facilitating their development 
of the requisite knowledge and skills to function safely in the ED. While 
Nurse Educators endeavoured to deliver the same level of education 
and support to all novice emergency nurses, those who were not within 
a TSPP were more difficult to access (NUM 3, 4 and 13; NE 2, 5 and 
10), and as a result, were:  
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… very much harder to coordinate, because 
they’re more isolated  (NUM 3).  
In contrast, TSPPs facilitated: 
… a coordinated response from a department 
level about how these staff can get the right 
education and the right clinical support to clinically 
progress (NUM 3).
6.4.3.2 Important TSPP content 
One of the key characteristics of TSPPs which facilitated 
professional development was the delivery of theoretical content. As 
reported in Chapter Five, in Phase One of this study, Nurse Educators 
identified the content which was delivered in their emergency nursing 
TSPP. In Phase Two, Nurse Educators and Nurse Unit Managers were 
invited to rank each of these content areas, as either ‘necessary’, ‘nice 
to have’ or ‘unnecessary’. Content based on common presentations 
such as cardiac emergencies, respiratory emergencies, gastrointestinal 
emergencies, and neurological emergencies were identified as 
necessary by most interviewees (Table 6.2). Content that can apply to a 
broader range of skills, such as communication, pain management, 
pharmacology, and critical thinking were considered by many 
interviewees to be less important in the TSPP. This result was 
explained by some interviewees, who reported that these content areas 
should have been covered in undergraduate nursing studies. Most 
231 
interviewees indicated that adult assessment and Basic Life Support 
were ‘necessary’ within a TSPP, while a minority of interviewees 
reported that adult assessment and Basic Life Support should also have 
been covered within the Bachelor of Nursing, and so did not need to be 
delivered again within the TSPP.  
Two Nurse Educators indicated that content on quality and safety 
was necessary in the TSPP. Five Nurse Unit Managers and four Nurse 
Educators said that content on quality and safety was nice to have, 
while two interviewees said this content was not necessary. No 
explanation was offered as to why this content was not considered 
necessary. Finally, many interviewees stated that TSPP participants 
needed to know the principles of triage but that, as a skill, triage was 
too advanced for TSPP participants, and was therefore not necessary 
within the TSPP. 
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Table 6.2 
TSPP content as ranked by Nurse Unit Managers and Nurse Educators 
Content Necessary Nice to have Unnecessary 
NUM NE NUM NE NUM NE 
n % n % n % n % n % n % 
Adult assessment 6 100 6 85.7 - - - - - - 1 14.3 
Advanced Life Support 5 83.3 7 100 1 16.7 - - - - - - 
Basic Life Support 5 83.3 5 71.4 - - - - 1 16.7 2 28.6 
Cardiac emergencies 5 83.3 7 100 1 16.7 - - - - - - 
Chest pain management 6 100 7 100 - - - - - - - - 
Communication 4 66.7 4 57.1 2 33.3 2 28.6 - - 1 14.3 
Critical thinking 2 33.3 4 57.1 3 50.0 2 28.6 1 16.7 1 14.3 
ECG interpretation 5 83.3 6 85.7 1 16.7 1 14.3 - - - - 
Endocrine emergencies 3 50.0 4 57.1 3 50.0 3 42.9 - - - - 
Gastrointestinal emergencies 6 100 5 71.4 - - 2 28.6 - - - - 
Gynaecological emergencies 4 66.7 4 57.1 2 33.3 3 42.9 - - - - 
Legal & ethical issues 2 33.3 1 14.3 4 66.7 5 71.4 - - 1 14.3 
Mental health emergencies 6 100 6 85.7 - - 1 14.3 - - - - 
Neurological emergencies 5 83.3 6 85.7 1 16.7 1 14.3 - - - - 
Paediatric assessment 5 83.3 5 71.4 1 16.7 - - - - 1 14.3 
Pain management 2 33.3 5 71.4 3 50.0 - - 1 16.7 2 28.6 
Pharmacology 1 16.7 5 71.4 4 66.7 - - 1 16.7 2 28.6 
Quality & Safety - - 2 28.6 5 83.3 4 57.1 1 16.7 1 14.3 
Renal emergencies 5 83.3 3 42.9 1 16.7 4 57.1 - - - - 
Respiratory emergencies 6 100 7 100 - - - - - - - - 
Shock 4 66.7 7 100 2 33.3 - - - - - - 
Trauma 3 50.0 7 100 3 50.0 - - - - - - 
Triage 1 16.7 - - 1 16.7 5 71.4 4 66.7 2 28.6 
Note. NUM = Nurse Unit Manager; NE = Nurse Educator   
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6.4.3.3 TSPP processes facilitate consistency 
The formalised processes within emergency nursing TSPPs 
guided the content delivered to participants, ensured consistency, and 
directed the rate of clinical progression. The TSPP processes ensured 
that:  
… [TSPP] staff are all getting the same level of 
support, the same level of education and the same 
clinical progression support through the 
department (NUM 3).  
The importance of a structured process was highlighted by a 
Nurse Unit Manager who said: 
… [Prior to the introduction of the TSPP] we provided 
individual support … [to develop the] specific skills 
required by a nurse in emergency, but we found that 
the consistency was not there, so elements were 
being missed. We felt that we needed a structured 
approach (NUM 4).  
Most of the TSPPs employed novices in cohorts, with one or two 
intakes per year (NUM 1, 3, 9, 11 and 13; NE 5, 6, 8, 10 and 12). In 
some EDs, the TSPP would not run if there were less than four 
participants, as it was seen to be too resource intensive (NUM 3 and 13; 
NE 5 and 8). As shown in Figure 6.1, there were several benefits to the 
employment of novice emergency nurses in a cohort. TSPP participants 
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were orientated to the ED together, which reduced the duplication which 
arose when orientation was repeated for individuals, and made Nurse 
Educator workloads more manageable. In some EDs, being in a cohort 
allowed TSPP participants to be paired together, and allocated a shared 
clinical area and patient load for their first few shifts (NUM 3; NE 5 and 
8). The reduced patient load allowed TSPP participants time to develop 
the necessary skills and knowledge required in ED. For TSPPs with 
study days, a cohort also meant that education was being delivered to a 
number of staff, rather than to one or two. This both reduced demand 
on educational resources, and ensured all novices received consistent 
information.  
I know that these ten [TSPP participants] are all 
going to get the same message (NUM 3).
This in turn increased professional development, and therefore 
clinical progression, through the ED into areas of higher patient acuity.  
We have increased quality of care.  We have 
increased skill coming out of [the TSPP] (NE 10). 
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Figure 6.1 Benefits of employing novice emergency nurses in a cohort 
Note. TSPP = Transition to Specialty Practice Program 
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The intake of a cohort of novices into a TSPP also made it easier to 
keep track of participant clinical progression. One Nurse Educator 
reported that her ED did not usually employ TSPP participants in a cohort, 
but instead employed them on an ad hoc basis throughout the year, which 
made the staff ‘really difficult to track’ (NE 2). In contrast, when she did 
have an intake of a cohort, she said:  
… we had a group of them [TSPP participants] start 
together which I think is more cohesive, it’s better for 
them and it’s easier for us to run as a department
(NE 2).
This was supported by another Nurse Educator who said her TSPP 
had increased from two participants to four. She said: 
I think the managers were worried about the skill mix 
and how they were going to put people around on 
the floor, but it’s actually been easier for me this year 
I think, having the four (NE 6). 
6.4.3.4 Clinical progression 
Clinical progression is the advancement of nurses from one area of 
patient acuity to a higher level of patient acuity. Clinical progression is 
usually based on nurses’ knowledge and skill, and may require the 
completion of clinical assessments. Clinical progression was reported to 
be an important TSPP outcome. More than half of the interviewees 
reported that TSPP participants progressed more quickly than novice 
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emergency nurses who did not complete a TSPP (NUM 3, 9 and 11; NE 2, 
5, 8, 10 and 12).  
I find the guys on the Transition to Practice will 
progress a lot quicker [than novices who do not 
participate in a TSPP] (NE 10).  
They’re getting in there [the resuscitation cubicles] 
quicker and definitely with more knowledge behind 
them (NE 12).  
The accelerated clinical progression of TSPP participants reportedly 
resulted in improved skill mix on the ED roster.  
Most of the Nurse Unit Managers and Nurse Educators interviewed, 
reported that TSPPs in their EDs aimed for participants to be working as 
the junior nurse in the resuscitation cubicles, caring for patients with 
critical illness or injury, by completion of the twelve month TSPP (NUM 1, 
3, 9 and 13; NE 2, 5, 8, 10 and 12). However, despite reporting that TSPP 
participants would be working in the resuscitation area by completion, 
when asked if participants would be able to provide nursing care to 
patients with critical illness or injury, one Nurse Educator replied: 
I think that they would have a basic understanding, 
but the hands on experience they will get looking 
after a patient … is where they would get their 
knowledge base (NE 8). 
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Two interviewees reported a different end point for clinical 
progression in the TSPP: both said that TSPP participants could be 
working ‘in all areas of the ED’ by the end of the twelve month TSPP 
(NUM 4; NE 6). ‘All areas of the ED’ was defined by the pair as including 
working as the team leader in the resuscitation cubicles and at triage. 
Nurse Unit Managers and Nurse Educators reported that the end point for 
clinical progression in TSPPs was often prescribed by hospital 
management, and was not based on educational principles, or emergency 
Nurse Educator expertise. This was substantiated by a Nurse Educator 
who said that the decision about the TSPP end point: 
… was taken out of our hands (NE 5).  
Interviewees reported that hospital management wanted ‘bang for 
their buck’, and this directed the TSPP endpoint: 
From a higher manager’s perspective, if we’re giving 
them [TSPP participants] all this support, we would 
therefore expect they should be in resus 
[resuscitation] by the end of their program … My 
Director of Nursing would be saying ‘What am I going 
to get out of it?’, ‘What are we getting for our buck?’ I 
suppose (NUM 3). 
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6.4.3.5 Increasing uptake of postgraduate study 
As described above, many TSPP participants were reported to be 
working in the resuscitation cubicles, providing care to patients with critical 
illness or injury, by the time they completed the TSPP. Working in a 
resuscitation area and caring for critically ill or injured patients requires 
expert patient assessment, critical thinking and decision-making skills, 
underpinned by advanced knowledge of anatomy and physiology. 
However, despite Nurse Unit Managers and Nurse Educators reporting 
that working in a resuscitation area was the TSPP endpoint, they also 
acknowledged that the TSPP did not provide this level of preparation. To 
bridge this knowledge-practice gap, Nurse Unit Managers and Nurse 
Educators reported that TSPP participants were encouraged to enrol in 
postgraduate study on completion of the TSPP. Postgraduate study was 
perceived to provide nurses with an understanding of the rationale 
supporting the interventions they were implementing: 
… [Postgraduate study] offers them [TSPP participants] 
the understanding behind what they’re doing. … I can put 
anybody in a room and train them …  we have obs 
[observation] charts now that go into colour zones and you 
don’t even have to think about whether your patient is 
crashing, the bloody chart tells you … but postgraduate 
studies makes them understand what’s happening with the 
patient.  And it makes them then predict and … anticipate 
that this might happen or that might happen and what do I 
need to do to prevent that or drive it (NUM 9). 
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The TSPP was perceived by Nurse Unit Managers and Nurse 
Educators to prepare nurses for postgraduate study and therefore 
increased enrolments into postgraduate programs (NUM 3, 4 and 13; NE 8 
and 10).  
We’ve had that feedback from a lot of postgrads 
[postgraduate students] in the past that they feel like 
doing the TSP [TSPP] helped them be prepared [for 
postgraduate study] (NE 8), 
Some TSPPs were reported to receive credit into postgraduate 
programs, and half of the interviewees reported that this credit provided a 
stimulus for many TSPP participants to enrol in postgraduate study (NUM 
1, 3, 4 and 13; NE 2, 5 and 8). This was highlighted by one Nurse 
Educator who explained that they had gone to great lengths: 
… to attract more RPL [recognition of prior learning] 
with XXX University, because it’s been shown that if 
you can somehow set up more RPLs you are more 
likely to get students to progress to postgrad 
[postgraduate study], because it does save them a 
heck of a lot of money … about $2,500 (NE 5). 
A Nurse Unit Manager agreed:  
At present we have 100% of our novice staff doing 
postgraduate emergency nursing education … 
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because they get credit [into the postgraduate 
program] (NUM 4).  
One Nurse Educator reported that the TSPP had had such a 
positive effect on the educational culture within the ED, that it had actually 
increased enrolment in postgraduate study by nurses who had not 
participated in a TSPP. She said:  
To be honest it’s not even just our Transition to 
Practice nurses who are moving onto postgraduate 
study, but I think it’s actually triggered some of the 
other nurses to go, ‘Ooh I better keep up with 
everyone.  I better do some study as well,’ which is a 
good side effect (NE 10). 
Finally, the TSPP was reported to also increase the professional 
development of other nurses in the ED, not just those within the TSPP 
itself.  
When you’re educating your transitions [TSPP 
participants], they’re educating other people too.  
They’re so keen and excited that they’re happy to 
pass on the knowledge that you’ve taught them to 
the next person; so in that respect, other people are 
learning. … what I’m finding it’s doing [the TSPP] is, 
for want of a better word, forcing the senior staff that 
have been stuck behind a computer and running the 
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show but are losing their clinical skills, to actually pull 
themselves up to speed (NE 12). 
6.4.4 Making education visible 
Some interviewees reported that the TSPP gave education a focus, 
made education visible within the ED, and gave permission for education 
to take place (NUM 13; NE 8, 10 and 12). Some TSPPs had participant 
performance appraisals scheduled every three months, and this provided 
Nurse Educators with an opportunity to touch base with novices more 
frequently and provide additional feedback, compared with the usual 
annual appraisal process (NUM 3; NE 5, 8, 10 and 12).  
I think they [TSPP participants] probably don’t 
understand the importance of having a proper 
feedback process, but from an educator perspective 
that’s vital (NE 5).  
The processes within the TSPP, including clinical assessments and 
regular feedback points, gave the Nurse Educator:  
… a point of discussion with the staff member, which 
I think can help.  It makes them [TSPP participants] 
focus, it sets out a plan for their year… there’s an 
expectation that you [the TSPP participant] will get 
feedback, which can sometimes be confronting if an 
educator comes up and stands beside you and says, 
‘Oh, so give us a look at your charts.  How are things 
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going?’ [but in the TSPP, the Nurse Educator can 
say] ‘You’re in the course.  Let’s have a look and see 
what we can see.’  There’s that kind of rapport; that’s 
my take on it (NUM 13). 
Working closely with novices enabled the development of a rapport 
which was reported to support the TSPP participant throughout their ED 
career:  
… they [TSPP participants] get to see us at the study 
days, we do their assessments, they get to know us 
when they first start within the department.  So we 
get that rapport with them and then that sets us up 
with them for their career here because they know us 
(NE 8). 
The assessments also gave the Nurse Educator:  
… more confidence that they actually know what 
they’re doing because some people portray they 
know a lot more than what they actually do when you 
start digging deep (NE 12). 
6.4.5 Improving patient throughput 
A final outcome that Nurse Unit Managers and Nurse Educators 
reported as arising from TSPPs was improved patient throughput which 
resulted from the professional development of TSPP participants. EDs 
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provide rapid assessment and management of a large volume of patients 
in a ‘fast paced, busy environment’ (NE 6 and 7). Inexperienced 
emergency nurses were reported to have limited time management and 
prioritisation skills, and this meant that ‘time management just goes out the 
window’ (NUM 9). Nurse Unit Managers reported that the poor time 
management demonstrated by novice emergency nurses negatively 
impacted on patient throughput in the ED, making the four hour NEAT 
difficult to achieve (NUM 9 and 13; NE 10). The professional development 
provided within TSPPs, and the front loading of information and 
supernumerary time, enabled TSPP participants to rapidly develop the 
skills required to function effectively in the ED. As a Nurse Unit Manager 
stated:  
… [TSPP participants] have a better understanding of 
patient assessment skills.  If you’ve got better patient 
assessment skills you can provide a better level of 
patient care. It can only benefit the organisation in the 
fact that they’re more alert and aware of their patients’ 
presentations and conditions.  So length of stay is 
affected, deteriorating patients are picked up earlier … 
things are moving along quicker, smoother, so flow is 
addressed.  So basically, at the end of the day, it 
improves [patient] flow [which is] what it’s all about 
(NUM 9). 
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6.5  Meeting the needs of novice emergency nurses 
As described previously, interview participants reported that there 
were challenges in having novice emergency nurses in the ED. The busy 
nature of the ED and a ‘lack of confidence’ (NUM 9; NE 10), put pressure 
on the novice, and found them ‘struggling’ to manage a full patient load 
(NUM 9; NE 2), which slowed patient throughput. The fast pace of the ED 
made it difficult for inexperienced nurses to think critically, and instead 
they were reported to become focused on tasks. The TSPP was reported 
to address many of these challenges by providing structured professional 
development which prepared TSPP participants for the delivery of safe 
care, encouraged critical thinking, and increased the rate of clinical 
progression.  
The processes within TSPPs served dual purposes for novices. 
Firstly, the TSPP provided a scaffolding approach to knowledge 
development, starting with simple skills, caring for patients with minor 
illness or injury, and building on knowledge development using a ‘stepping 
stone process’ (NE 10), with the completion of workbooks and 
assessments. The second benefit of the structured approach used within 
TSPPs was that it provided ‘consistency’ to the education delivered (NUM 
3 and 4; NE 5). The processes within the TSPP meant that participants 
knew what was expected of them, and could take ownership of their 
education (NUM 3, 4, 9 and 13; NE 5 and 8). As one Nurse Unit Manager 
explained: 
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I think there’s more buy-in in their professional 
development [in the TSPP] (NUM 13).  
The TSPP also made it clear to TSPP participants what they could 
expect to receive from the ED in terms of support (NUM 3, 9 and 13; NE 5 
and 8).  
They know what to expect from you and that makes 
it a whole lot easier (NE 10).  
The formal processes and consistency within TSPPs were reported 
to encourage critical thinking among TSPP participants: 
… with that [formal education] comes more questions 
and more critical analysis and more drive for further 
knowledge.  …  I think the transition [to specialty 
practice program] has cemented that in, and thus the 
staff are taking the next step.  And they come across 
something in the workplace or in a symptomology of 
patient presentation and then instead of just doing the 
obs [observations] and moving on, they’re now actually 
applying the critical thinking that we’re slamming into 
them, and questioning these things and looking for 
answers and the like … (NUM 4).  
As described previously, most of the TSPPs employed novices in a 
group cohort, to limit the resources required in orientation, and ensure a 
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consistent message was delivered. Being part of a group cohort was 
perceived to be beneficial to TSPP participants, as it facilitated peer 
support, fostered camaraderie, and improved teamwork.  
They really support each other … they become good 
friends and support each other through (NE 6). 
 
I think it gives them a sense of camaraderie.  I think 
they enjoy being in a program together and it helps 
forge relationships within the ED which helps our 
culture (NE 8). 
 
The peer support within the group was also reported to encourage 
many TSPP participants to continue with their professional development 
following completion of the TSPP (NUM 3; NE 12). It was reported that 
many TSPP cohorts continued in their clinical progression together, often 
enrolling in postgraduate study, or applying for senior nursing positions 
such as CNS, at the same time.   
I’ve had a group that were TSPP, do postgrad 
[postgraduate study] together and did their CNS so 
they’ve tried to work together (NUM 3). 
6.6  Managing the costs of Transition to Specialty Practice 
Programs 
Nurse Unit Managers and Nurse Educators identified several 
valuable outcomes arising from TSPPs, including: increased nursing 
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recruitment and retention; increased professional development via the 
delivery of consistent education; the provision of structure and cohesion to 
clinical progression; increased uptake of postgraduate study; improved ED 
skill mix; and improved ED throughput. However, the cost of facilitating 
TSPPs was a continuing concern for many interviewees. 
As described earlier, support for the provision of supernumerary 
time and study days was unanimous among the interviewees; however, 
opinions varied regarding the cost of these educational strategies within 
TSPPs. Some interviewees indicated that TSPPs did not cost the 
organisation anything to run. This was evidenced by the fact that no 
additional educator FTE was provided when the TSPP commenced (NUM 
9 and 13; NE 5, 6, 8, 10 and 12) and that all ED staff were provided with 
some supernumerary time, whether they were in a TSPP or not (NUM 3 
and 13; NE 8 and 10). This was confirmed by the two interviewees from 
EDs without TSPPs, who both reported that supernumerary time was 
offered to new emergency nurses (NUM 11; NE 7). The fact that industrial 
EBAs in Victoria, ACT, NSW, Western Australia and South Australia, 
entitled nurses to paid professional development leave each year was 
provided as further evidence that the TSPP did not cost the organisation 
(NUM 3, 4, 9, 11 and 13; NE 5, 8 and 12): 
We don’t get funded for our transition 
program … They come in [for study days] 
but they’re what we normally get, this five 
or six study days a year.  I think there’s 
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one that they’re coming in their own time 
and the other five are EBA study days.  
There’s no funding (NE 12). 
In contrast, many interviewees acknowledged that TSPPs could be 
expensive, and required managers to manipulate the budget in order to 
offer them. The cost of study days was not seen to be significant, because 
most interviewees reported that their nurses were entitled to a number of 
study days each year under the EBA (NUM 3, 4, 9, 11 and 13; NE 5, 8 and 
12). Some TSPPs offered six study days, which was more than any of the 
state EBAs entitled staff to, and this was largely managed through 
manipulation of the budget. Three Nurse Unit Managers and three Nurse 
Educators reported that many of their emergency nurses would not use 
their full entitlement of study days, so they were able to juggle the budget 
to make it balance (NUM 3, 9 and 13; NE 6, 8 and 12).  
I do manipulate and tweak the budget a 
little bit, and as long as I can go to my 
Nursing Executive and just sort of give her 
an overall figure, you know, they don’t look 
too closely at the fact that someone might 
have had six [study days] because there’s 
another staff member who doesn’t use all 
theirs (NUM 9). 
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In contrast to the cost of study days, which was not considered to 
be significant, several Nurse Unit Managers indicated that TSPP 
participants received more supernumerary time than novice emergency 
nurses who were not in a TSPP, and this was more difficult to secure. As 
one Nurse Unit Manager described:  
There is a deviation between what you want, what’s 
expected, and what’s actually funded (NUM 4).
The provision of extended supernumerary time involved 
manipulation of both emergency nursing rosters and budgets. The 
manipulation of the emergency nursing roster to facilitate supernumerary 
time, involved senior staff with non-clinical time, such as the Nurse Unit 
Manager or Nurse Educator, taking a clinical load and thereby releasing 
the novice (NUM 1 and 9). 
Whilst they [the TSPP participant] are 
supernumerary per se, they’re still on the 
roster, but it’s me that takes the bulk of the 
work on.  So they can step back if they 
have to, but the work’s still done [by the 
Nurse Unit Manager] and the numbers still 
remain the same (NUM 1).    
 
For me to acquire supernumerary days for 
my new staff, I will actually work on the 
floor, I’m actually allocated to be in my 
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office all the time, but I go and do floor 
work so that that frees up a day, so I just 
balance it out of the budget. That’s the 
only way we can address it, is to sort of 
cheat the books a little bit (NUM 9). 
Despite acknowledging that they could manipulate the budget to 
hide some TSPP expenses, two Nurse Unit Managers reported that they 
were under recurrent pressure from hospital management to reduce the 
costs of the TSPP (NUM 3 and 4). Both Nurse Unit Managers, who were 
from different states, reported that they were not funded to provide the full 
study day allocation that their nurses were entitled to under each state 
EBA, which made juggling the budget more difficult.  
You don’t quite get everything that you’ve 
budgeted for, even though I’ve got 141 
staff who are all entitled to anywhere from 
between one and five study days, I don’t 
have enough money in my budget to have 
them all go off and do that. So you always 
have to be mindful of that, it’s not as 
simple as saying ‘well they’re only 
technically getting two extra [study 
days]’ … So I borrow from other bits in my 
budget to make it all work (NUM 3).   
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This was reinforced by the other Nurse Unit Manager who said that 
hospital management:  
… only want to pay for the here and now.  So 
engaging the organisation in ongoing funding of staff 
support programs versus the provision of direct care 
is a battle (NUM 4).   
Nurse Unit Managers and Nurse Educators considered that TSPPs 
were a necessity in their EDs, and demonstrated ingenuity with their 
rosters and budgets to ensure they could continue to offer TSPPs. Three 
interviewees stated that if the TSPP were to be ceased due to funding, the 
ED would need to develop something in its place (NUM 13; NE 2 and 5):  
… it’s amazing how many people just suck it up and 
try and provide something else to make sure that 
people aren’t at a loss.  So I guess we would just sit 
down as a senior team, the ANUMs [Associate Nurse 
Unit Managers], the educators, maybe the CNS’ and 
see how can we support this (NUM 13). 
6.7  Conclusion 
The TSPP was considered by Nurse Unit Managers and Nurse 
Educators to have a range of valuable outcomes. The primary aim of 
many TSPPs when they were first introduced was to address emergency 
nursing recruitment and retention issues, and interviewees reported that 
TSPPs had solved this problem, with most emergency nursing rosters now 
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at full capacity. TSPPs had also addressed the challenges associated with 
supporting novice emergency nurses within the ED.  The delivery of 
structured, cohesive and consistent education to a cohort of nurses was 
reported to increase professional development including an increased 
uptake of postgraduate study, accelerated clinical progression, enhanced 
ED skill mix, and improved ED throughput.  
Industrial relations agreements in most states prescribed funding for 
study days; however, Nurse Unit Managers reported that these funds were 
often not available in their budget. As a result, Nurse Unit Managers were 
required to manipulate budgets and sacrifice their own administration time 
to fund the supernumerary shifts and paid study days that TSPP 
participants received. Where industrial relations agreements exist to 
support education, it should be incumbent upon the hospital executive to 
ensure that funding is provided that is sufficient to meet the entitlements of 
staff. The Nurse Unit Managers interviewed for this study valued education, 
and this is evidenced by the fact that most held at least one Masters’ 
degree. However, support for education should not be reliant on the 
priorities of the Nurse Unit Manager, but rather the priorities of the state, in 
supporting education, via industrial relations agreements.  
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CHAPTER SEVEN – INTEGRATED DISCUSSION  
7.1  Introduction 
The primary aim in this chapter is to integrate the findings from both 
phases of this study to address the study aims: to examine the design, 
characteristics, and functions of TSPPs within Australian public EDs, and 
to develop a framework for the future development of emergency nursing 
TSPPs in Australia. To support the development of future TSPPs, the 
results presented in Chapters Four, Five and Six have been integrated in 
this chapter to identify which TSPP design elements and characteristics 
had the most favourable nursing outcomes. Conclusions from the results 
of both phases of the study have been integrated in a narrative manner to 
reflect the input of both phases of the study (Morell, Kiem, Millsteed, & 
Pollice, 2014; Shacklock, Brunetto, Teo, & Farr-Wharton, 2014), and allow 
a clear picture of the processes and outcomes of emergency nursing 
TSPPs in Australia to be presented. The integration of results from the 
qualitative approach gives context and meaning to some of the 
quantitative findings, and adds depth to the breadth of data collected in 
Phase One.  
There were five key findings arising from this study, which have 
important implications for nursing education and workforce planning in 
emergency nursing. The key findings will be discussed in later sections of 
this chapter, and are: 
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x TSPPs were prevalent, and ED structure and size appeared 
to influence where TSPPs were offered. TSPPs were offered 
in most principal referral and large metropolitan EDs, and 
were not offered in small rural and remote EDs; 
x TSPPs served an essential function in the professional 
development of emergency nurses;  
x TSPPs increased emergency nursing recruitment and 
retention; 
x There was no advantage in offering TSPPs of twelve months 
duration over offering TSPPs of six months duration; and  
x While TSPPs have developed in an ad hoc manner, they 
share similar designs and characteristics.  
This chapter is presented in five main sections. In the first section, 
the design and characteristics of emergency nursing TSPPs in Australia 
will be discussed. In the second section, the functions of emergency 
nursing TSPPs in Australia will be considered. In the third section, the 
processes guiding nursing education in Australia will be described. The 
need for consistency in nursing education will be further examined and 
justified. In the fourth section, a framework for future emergency nursing 
TSPPs, based on the findings of this study, will be presented. The aim of 
this framework is to enable consistency and quality in emergency nursing 
TSPP delivery. Finally, in the fifth section, the limitations of this study will 
be described. 
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7.2  Design and Characteristics of Transition to Specialty 
Practice Programs 
This study found that TSPPs were prevalent in Australian EDs. A 
key aim of TSPPs was to prepare novice emergency nurses for practice in 
the ED, by facilitating development of both knowledge and skill in a 
supportive environment. TSPPs were also utilised as a tool for capacity 
building, and many TSPPs were introduced to increase nursing 
recruitment and retention. Despite the ad hoc development of many 
emergency nursing TSPPs, they shared several design features and 
characteristics. By design, most TSPPs were structured on a framework 
which facilitated clinical progression through the ED.  
Common characteristics of TSPPs included the following: most had 
one or two intakes of three to eight participants per year; many 
participants were supported by preceptors; study days and self-directed 
workbooks were utilised to deliver content; similar content was delivered 
within each TSPP; and clinical assessments were utilised in most TSPPs. 
The number of study days within most TSPPs ranged from two to six, and 
TSPP participants were provided with between two and five orientation 
days and one to three supernumerary shifts. 
There were also some differences between TSPPs. Notably, there 
was variability in the nursing experience required prior to employment into 
a TSPP, with some EDs employing newly graduated RNs into the TSPP, 
while in other EDs, TSPP participants were required to have at least one 
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year of post-registration nursing experience before commencing the TSPP. 
Other differences between TSPPs included the TSPP duration (median 
range five to twelve months); and the number of clinical support shifts 
provided (median range two to ten shifts). More than one-third of the 
TSPPs studied formally articulated with credit toward postgraduate study. 
The design and characteristics of TSPPs will be discussed in the following 
section. 
7.2.1 Structure within TSPPs 
Educational processes should be structured, systematic, sequential 
and planned (Bastable, 2008), allowing participants to continually build on 
knowledge. Adult learning theories indicate that adults take responsibility 
for their own learning (Knowles, 1985); however, this can be challenging if 
the learning needs and expectations of learners are unclear (Elcock, 
Curtis, & Sharples, 2007). This state, in which the learner does not know 
what they do not know, has been defined as unconscious incompetence 
(Adams, 2011; Murphy, 2006). TSPPs provided a structured, systematic 
and sequential approach to professional development for emergency 
nurses. The structure within TSPPs in this study outlined discrete and 
identifiable steps, so participants knew what they needed to know, what 
they needed to achieve, what would be assessed, and who could conduct 
the assessments (E. Meyer, Lees, Humphris, & Connell, 2007). For 
example, many TSPPs incorporated clinical progression pathways that 
outlined which knowledge and skills should be demonstrated or assessed 
to progress to the next clinical area. The use of clinical progression 
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pathways has been described in one of the earliest emergency nursing 
TSPPs described in the literature (Kidd & Sturt, 1995), and a subsequent 
study reported that emergency nursing TSPP participants valued the 
structured clinical progression, including the allocation of increasingly 
complex patients (Glynn & Silva, 2013).  
Successful education strategies depend upon all stakeholders 
understanding the expected outcomes and goals (Bastable, 2008; 
Chesnutt & Everhart, 2007). To achieve this, TSPP curricula identified 
fixed end-points, both in terms of duration (usually six or twelve months), 
and the complexity of the patients participants were expected to care for 
upon completion of the TSPP (usually the patients with critical illness or 
injury, in the resuscitation area). Understanding the expected learning and 
clinical outcomes enables participants to prepare for independent practice 
(Gohery & Meaney, 2013; McGowan & McCormack, 2003), and enables 
Nurse Unit Managers and Nurse Educators to allocate TSPP participants 
to clinical areas commensurate with their clinical progression, knowledge 
and skills (Chesnutt & Everhart, 2007; E. Meyer et al., 2007).  
The structure within TSPPs also facilitated regular contact between 
participants and nursing education staff. Nurse Unit Managers and Nurse 
Educators reported that the coordinated allocation of time to meet with 
TSPP participants made it easier for them to touch base with and keep 
track of participants’ progress, thus helping participants meet their 
educational goals. Time is important because it has previously been 
260 
identified as an obstacle to the provision of education in nursing (Bastable, 
2008). The structure within TSPPs served an important purpose in making 
clear the expected outcomes of TSPPs, and facilitating the provision of 
sufficient support. 
7.2.2  Duration of TSPPs 
The duration of TSPPs in this study varied, ranging from one to 
thirty-six months, with a median of twelve months. This finding reflects the 
duration of emergency nursing TSPPs described in the literature, which 
ranged from three months (Kidd & Sturt, 1995; Sweeney, 2010) to twelve 
months (Considine & Hood, 2004; Morphet et al., 2008; Zavotsky, 2000). 
Most emergency nursing TSPPs reported in the literature were of six 
months’ duration (Alban et al., 1999; Gurney, 2002; Patterson et al., 2010; 
Truman, 2004; Winslow et al., 2009). The results in this study showed that 
TSPPs of six months’ duration had better professional development 
outcomes than TSPPs of twelve months’ duration. EDs with TSPPs of six 
months duration had a significantly higher percentage of nurses employed 
as a CNS (p = 0.03), and had a higher percentage of nurses with a 
relevant postgraduate qualification. 
There is substantial research examining the effects of program 
duration on educational outcomes. ‘Accelerated learning’ refers to the 
delivery of a program in a shorter length of time than ‘normal’ (Davies, 
2006; N. Lee & Horsfall, 2010; Scott & Conrad, 1992; Wlodkowski, 2003). 
Critics of accelerated learning programs cite a potential ‘watering down’ of 
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content and standards (Weeber, 2011); however, a number of studies 
comparing accelerated and full length programs conclude that accelerated 
programs have positive learning outcomes (Daniel, 2000; Scott & Conrad, 
1992). Pre and post test data show neutral (Anastasi, 2007; Shaw, 
Chametzky, Burrus, & Walters, 2013; Wlodkowski & Westover, 1999) or 
positive effects of accelerated learning on short-term learning outcomes 
(Davies, 2006; Seamon, 2004), and no effect on long-term retention of 
knowledge (Anastasi, 2007; Seamon, 2004). In short, this means that 
there are no educational benefits to offering a TSPP of twelve months’ 
rather than six months’ duration. 
Participants and educators have also reported benefits from 
accelerated learning. Participants in accelerated university programs 
reported that they felt more engaged in the program and with each other 
(Ferguson & DeFelice, 2010; N. Lee & Horsfall, 2010). Participants also 
reported receiving more frequent feedback from facilitators in accelerated 
programs, when compared with full-length programs (N. Lee & Horsfall, 
2010; Sheldon & Durdella, 2010). The increased volume and frequency of 
feedback was reported to improve relationships between participants and 
staff (N. Lee & Horsfall, 2010). Education staff reported that participants 
were more focussed on learning outcomes, participated more in classes 
(Kretovics, Crowe, & Hyun, 2005), and were more likely to complete 
accelerated programs (Sheldon & Durdella, 2010) than full length 
programs.   
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In determining the duration of emergency nursing TSPPs, it is 
important to consider the needs of participants, and the goal or clinical 
end-point of the TSPP. The TSPP end-point will be discussed later in this 
chapter, in Section 7.2.8. As described in the previous discussion 
regarding TSPP structure, it is important that TSPP participants are clear 
about the duration of the TSPP, as this will help them prepare for 
independent practice. Participants in an US emergency nursing TSPP 
reported that six months was the appropriate duration for the TSPP, and 
allowed them to feel ‘adequately prepared to provide safe, high-quality 
patient care’ (Winslow et al., 2009, p. 524). In contrast, two participants in 
another emergency nursing TSPP reported they would have preferred the 
TSPP to be longer than six months (Glynn & Silva, 2013). Participants in 
the latter TSPP were newly graduated RNs and inexperience may explain 
their need for additional support.  
Accelerated TSPPs of six months’ duration may increase the 
number of TSPP graduates while concurrently reducing the workload for 
Nurse Educators. Many TSPPs in this study were offered twice per year, 
which resulted in an overlap of program facilitation and content delivery. 
This was reported to result in an untenable workload for Nurse Educators. 
The majority of TSPPs in this study were twelve months in duration; 
however, offering an ‘accelerated’ emergency nursing TSPP of six months’ 
duration would enable organisations to increase the number of TSPP 
graduates without increasing the workload on education staff. University 
semesters are typically less than six months long, so a move toward 
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emergency nursing TSPPs of six months’ duration would be reflective of 
the tertiary education structure, when formal articulation pathways are 
considered. Recognition of prior learning (RPL), wherein credit is awarded 
toward postgraduate study, is dependent upon the volume of learning in a 
program being equivalent to that in a postgraduate unit. The volume of 
learning in a Graduate Certificate is typically six months to one year 
(Australian Qualifications Framework Council, 2013). 
7.2.3 TSPP intakes  
Most EDs in this study employed a group of TSPP participants once 
or twice per year. There are two important features related to the 
employment of TSPP participants. The first is the number of participants 
employed per intake, and the second is the level of prior nursing 
experience held by participants. These issues will be discussed in the 
following section. 
7.2.3.1 Employment of a group cohort  
Most EDs in this study employed TSPP participants in a group 
cohort, with one or two intakes per year. The employment of participants in 
a group has advantages for both the organisation, and the participants. 
Allowing only one or two intakes of novices per year has been reported to 
allow time for potential participants to consider what employment within 
the TSPP will involve, allowing them to make a considered decision before 
commencing the TSPP (van Haaren & Williams, 2000). Restriction of 
intakes can also make the application process more competitive (van 
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Haaren & Williams, 2000), ensuring the best candidates are employed. 
Another advantage to the employment of TSPP participants in a group is 
the improved use of resources for orientation. Nurse Educators reported 
that streamlining orientation, with a large number of participants orientated 
to the ED at the same time by a single Nurse Educator, reduced the 
workload when compared with the traditional orientation method, which 
typically results in a Nurse Educator working one to one with a new staff 
member.
This study has confirmed findings reported previously, that TSPP 
participants benefited from being employed in a cohort that formed a peer 
group (Considine & Hood, 2004; Gurney, 2002; Morphet et al., 2008; 
Patterson et al., 2010; Winslow et al., 2009). The majority of TSPPs in this 
study (n = 52, 82.5%) facilitated the employment of participants in a group 
of three or more nurses, with a median of four participants per TSPP 
intake. Four participants was reported by Nurse Educators to be the ideal 
TSPP group size, as it enabled interactive discussions and learning in 
didactic sessions (Gurney, 2002), but was not so large as to be 
unmanageable (Loiseau et al., 2003). Being a member of a group cohort 
facilitates peer support; enables new nurses to feel like they belong; 
improves socialisation; and facilitates professional development processes 
(Gurney, 2002; B. Hayes, Bonner, & Pryor, 2010; Van Maanen & Schein, 
1979). Australian and international nurses have reported that being 
employed in a group cohort imbued a sense of camaraderie and teamwork, 
which increased nursing retention (L. J. Hayes et al., 2006; Morphet et al., 
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2008; Phillips, Kenny, Esterman, & Smith, 2014; Shacklock et al., 2014; 
Williamson, Health, & Proctor-Childs, 2013). Group cohorts enable 
participants to enter the ED in a small team of their own, which has been 
reported to be important to novices when entering the team environment 
(Morphet et al., 2008). Commencing in a group cohort strengthens the 
perception of being a team member and provides a social support, which 
contributes to retention (Buykx et al., 2010). Interviewees explained that 
TSPP peer groups continued after the TSPP was completed. In this study, 
many TSPP cohorts were reported to continue in their clinical progression 
together, often enrolling in postgraduate study, or applying for senior 
nursing positions such as CNS, at the same time.  
Nurse Unit Managers and Nurse Educators reported that TSPP 
peer groups facilitated professional development. Previous research has 
shown that TSPP participants perceived themselves to be all ‘going 
through the same thing’ and were able to gain support from each other 
(Gurney, 2002; Morphet et al., 2008; Patterson et al., 2010; Winslow et al., 
2009). This ‘all in the same boat’ consciousness enabled the sharing of 
experiences and information (Patterson et al., 2010), facilitating learning 
and professional development.  
7.2.3.2 Participant experience prior to TSPP 
There was disparity in the level of experience of the nursing 
workforce employed into TSPPs in this study. Most TSPPs in this study 
were aimed at RNs who had at least one year of post-registration nursing 
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experience, yet almost half of the EDs in the study also employed newly 
graduated RNs into the TSPP. As described in Chapter Six, newly 
graduated RNs in Australia usually undertake a GNP upon completion of a 
Bachelor of Nursing. GNPs and TSPPs serve different purposes, which 
are not interchangeable. GNPs were developed to ‘support the new 
graduate during the period of adjustment in which the graduate develops 
the skills, knowledge and values (additional to those learnt during 
undergraduate study) required to become an effective member of the 
nursing workforce’ (Nurse Policy Branch, 2003, p. 9). GNPs are offered in 
a variety of clinical settings, and are not usually facilitated by a single unit 
or ward, but rather have an organisational approach (Nurse Policy Branch, 
2003). As such, GNPs facilitate the development and consolidation of 
comprehensive nursing skills in a supportive environment (Casey et al., 
2004; Levett-Jones & FitzGerald, 2005). In contrast, TSPPs were 
designed to prepare nurses for practice in the specialty in which they are 
offered (Boyle et al., 2008). Nurses entering TSPPs should already have 
developed and applied comprehensive general nursing skills.  
A review of the emergency nursing TSPP literature revealed that 
international TSPPs vary in the level of nursing experience required for 
employment into a TSPP. Many EDs in the US and Canada employed 
newly graduated nurses into TSPPs (Glynn & Silva, 2013; Kingsnorth-
Hinrichs, 2009; Loiseau et al., 2003; Patterson et al., 2010; Truman, 2004; 
Winslow et al., 2009). A TSPP in the UK employed both newly graduated 
nurses and nurses with post-registration experience (Jarman & Newcombe, 
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2010), while the Australian literature indicates that emergency nursing 
TSPP participants needed at least one year of nursing experience post-
registration (Considine & Hood, 2004). Despite employing newly 
graduated nurses into TSPPs, authors of two studies in the US reported 
that experienced emergency nurses believed that newly graduated nurses 
needed medical / surgical nursing experience before commencing in the 
ED (Glynn & Silva, 2013; Patterson et al., 2010). The lack of nursing 
experience may also have contributed to participants in one study 
requesting an extension to the six month TSPP (Glynn & Silva, 2013) 
The employment of newly graduated RNs with no post-registration 
nursing experience into TSPPs, changes the focus from preparing for 
emergency nursing practice, to preparing for nursing practice, and this is 
likely to affect the level of professional development the participant 
achieves by completion of the TSPP. Further, the employment of newly 
graduated RNs into TSPPs creates inconsistencies for both TSPP 
participants, and the organisation in which the TSPP is offered. For 
example, one public hospital in Queensland offered both a GNP and 
TSPP for newly graduated RNs. Newly graduated RNs who were 
employed into the TSPP were provided with paid TSPP study days, while 
TSPP participants with post-registration nursing experience were not. 
There were also different expectations of the newly graduated RNs within 
the GNP and TSPP upon completion of the programs. The RNs who 
completed the GNP were considered to have consolidated their nursing 
skills, while the RNs who completed the TSPP were expected to be able to 
268 
provide care for complex patients in the resuscitation area, despite having 
less than twelve months of nursing experience upon TSPP completion.  
Newly graduated RNs have different learning needs than RNs with 
post-registration nursing experience. It is only logical that different 
educational programs are offered to support these different learning needs. 
GNPs are designed to support newly graduated RNs as they transition into 
nursing. TSPPs should not be used as a replacement for GNPs. TSPPs 
are most suited to provide supported transition from one nursing position 
to another nursing position in a different specialty area. 
7.2.4 Clinical preparation time 
A combination of orientation days, supernumerary shifts and clinical 
support shifts were key characteristics of the TSPPs in this study. 
Orientation has been associated with the time spent introducing new staff 
to the physical layout, functions, policies and protocols of the workplace 
(Boyle, Butcher, & Kenney, 1998), and socialising new staff to the team 
(Gohery & Meaney, 2013; Kollman et al., 2007). Orientation has also been 
identified as being pivotal in the facilitation of clinical performance (R. 
Meyer & Meyer, 2000). Researchers evaluating the effect of orientation on 
nurses, concluded that ‘there is a direct correlation between nurse 
retention and adequate orientation’ (R. Meyer & Meyer, 2000, p. 208). This 
finding is supported by multiple US and Australian studies focusing on the 
high nursing attrition rate in the first six to twelve months of employment 
for both newly graduated nurses (Almada, Carafoli, Flattery, French, & 
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McNamara, 2004; Craven, 2002; Harrison, Ball, Stewart, & Bratt, 2007; 
Hillman & Foster, 2011; Orsini, 2005; Pine & Tart, 2007; J. Roche, 
Lamoureux, & Teehan, 2004; Verdejo, 2002) and experienced RNs 
moving into a new clinical environment (Kooker & Kamikawa, 2011; 
Williams, Brown, Crispin, & Gibson, 2002). In acknowledgement of the 
importance of orientation to both nursing performance and retention, all 
TSPPs in this study encompassed elements of orientation.  
The terms ‘orientation’, ‘supernumerary time’ and ‘clinical support’ 
have been used somewhat interchangeably in the TSPP literature, to 
describe the extended education processes within TSPPs (Bailey, 2002; 
Boyle et al., 1998; Considine & Hood, 2004; Kingsnorth-Hinrichs, 2009; 
Winslow et al., 2009). Paid supernumerary time provides TSPP 
participants time to observe and participate in ED practice without being 
expected to independently manage a patient load. By comparison, in 
clinical support, the TSPP participant is allocated a patient load with an 
experienced emergency nurse working alongside them in a 
supernumerary capacity to provide guidance and support. Due to the 
various definitions in the literature, and the varied time allocated to each 
form of support within the TSPPs examined in this study, orientation, 
supernumerary shifts and clinical support have been combined into a 
category labelled ‘clinical preparation time’, as described in Chapter Five.  
Clinical preparation time enables participants to learn from 
experience in the clinical setting, a process known as experiential learning 
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(Kolb, 1984). Experiential learning is ‘the process whereby knowledge is 
created through the transformation of experience’ (Kolb, 1984, p. 38), that 
is, learning through reflection on doing. Experiential learning is different 
from theoretical learning because learners learn from their own 
experiences, instead of hearing or reading about others' experiences. 
Clinical preparation time facilitates experiential learning. In the following 
discussion, the benefits and challenges of clinical preparation time will be 
examined. 
Clinical preparation time was a characteristic of many of the 
emergency nursing TSPPs reported in the literature (Alban et al., 1999; 
Considine & Hood, 2004; Kingsnorth-Hinrichs, 2009; Loiseau et al., 2003; 
Morphet et al., 2008; Sweeney, 2010; Winslow et al., 2009). Clinical 
preparation time has been shown to increase the application of knowledge 
(Elcock et al., 2007), and improve skills and behaviours (Coomarasamy & 
Khan, 2004). Both managers and TSPP participants in critical care areas 
reported that supernumerary time enabled the development of both 
confidence and competence (Hammer & Craig, 2008; McGowan & 
McCormack, 2003; E. Meyer et al., 2007). This was echoed by the Nurse 
Unit Managers and Nurse Educators interviewed in this study. Adequate 
clinical preparation time has also been reported by TSPP participants 
(McGowan, 2006; Morphet et al., 2008) and Directors of Nursing 
(McGowan, 2006), to increase nursing recruitment and retention. Finally, 
clinical preparation time enables the provision of timely and constructive 
feedback (Cross, Moore, & Ockerby, 2010), which facilitates the 
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professional development of the learner.  The provision of feedback will be 
examined later in this chapter. 
The duration of clinical preparation time is largely unreported in the 
emergency nursing TSPP literature. Orientation, or the time spent 
introducing staff to the ED layout, functions, policies and protocols, can 
most likely be completed in less than three days, a finding supported by 
this study. The supernumerary time required by each TSPP participant is 
likely to vary based on their prior nursing experience. However in this 
study, there was no evidence of a tailored approach to supernumerary 
time, and instead the duration of supernumerary was based on industrial 
relations frameworks and what the Nurse Unit Manager could negotiate. 
The emergency nursing TSPP literature showed that supernumerary time 
ranged from six weeks (Sweeney, 2010) to three months (Kingsnorth-
Hinrichs, 2009; Loiseau et al., 2003; Winslow et al., 2009). TSPPs which 
offered three months of supernumerary time employed newly graduated 
nurses. The goal of supernumerary time is to allow the learner to develop 
the knowledge and skills required to practice safely in the clinical area. 
The development of these skills and knowledge will be dependent on each 
individual, and the support they receive. 
This study found that supernumerary time in TSPPs varied from 
one to twenty days, with a median of two days, and this may reflect the 
fact that most TSPPs in this study employed RNs with at least one year of 
post-registration nursing experience. There are no recommendations in 
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the literature for the ideal duration of supernumerary time. However, 
studies suggest that supernumerary staff do not become completely 
integrated into the clinical team, and that prolonged supernumerary time 
inhibits participants’ personal and professional development (Gohery & 
Meaney, 2013; McGowan & McCormack, 2003). Nurse Unit Managers in 
this study did not have money in the nursing budget for TSPP participants 
to receive supernumerary time, and this may have effected how many 
supernumerary days were offered to participants.  
Finally, most TSPPs offered participants five clinical support shifts, 
and these were most commonly offered as participants commenced in a 
new area of patient acuity. As shown previously in Figure 1.1, there are 
four steps to clinical progression in most EDs (minor illness /injury; 
moderate illness/injury; critical illness/injury; and triage). Most TSPP 
participants were not working independently caring for patients with critical 
illness/injury by completion of the TSPP, and required support from other 
nursing team members, but Nurse Educators described providing two or 
three clinical support shifts when a participant progressed into the higher 
acuity patient areas where patients had moderate or critical injuries or 
illnesses. One Australian study of TSPP graduates found that clinical 
support was a key characteristic within the TSPP that influenced all 
participants (n = 52, 100%) in their decision to apply for a position in the 
emergency nursing TSPP (Morphet et al., 2008). Clinical support shifts are 
usually supported by a clinical facilitator. In this study, clinical facilitation 
was provided by CNEs, CNSs, clinical coaches and RNs. The clinical 
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facilitation role is usually undertaken by an experienced and competent 
nurse who is supernumerary, that is, they do not have a clinical patient 
load and therefore do not have direct patient care responsibilities (Gohery 
& Meaney, 2013; Kelly, Simpson, & Brown, 2002).  
No recommendations arise from the literature regarding how many 
clinical support shifts should be provided in emergency nursing TSPPs, 
and this will vary depending on ED resources, as well as the size of the 
ED. For example, if the area of the ED where care is provided for patients 
with critical illness or injury has several patient treatment spaces, and is 
staffed with a team of nurses, the team is likely to be able to provide 
support to a novice emergency nurse. However if the care area for 
patients with critical illness or injury is small, with only one or two patient 
treatment spaces, and only one staff member allocated to the area, the 
novice emergency nurse is likely to require more clinical support shifts and 
education at postgraduate level, before they can be left to care for those 
patients independently. Clinical support was a characteristic of two of the 
emergency nursing TSPPs described in the literature (Considine & Hood, 
2004; Morphet et al., 2008; Winslow et al., 2009).  
Despite scant evidence to indicate the duration of clinical 
preparation time, it is clear both from the findings in this study, and from 
the literature, that clinical preparation time plays an important role in the 
recruitment, preparation and retention of novice nurses in ED (Alban et al., 
1999; Betts, 2003; Considine & Hood, 2004; Glynn & Silva, 2013; Gurney, 
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2002; Jarman & Newcombe, 2010; Kidd & Sturt, 1995; Kingsnorth-
Hinrichs, 2009; Loiseau et al., 2003; Morphet et al., 2008; Patterson et al., 
2010; Sweeney, 2010; Truman, 2004; Winslow et al., 2009; Wolf, 2005; 
Zavotsky, 2000). The employment of RNs with at least twelve months of 
post-registration experience will reduce the amount of clinical preparation 
time required by TSPP participants, and should be considered when 
applicants are being appointed. The provision of five clinical support shifts 
per TSPP participant enables Nurse Educators or Clinical Coaches to 
spend time with participants, assessing their knowledge and skill level, 
and ensuring they are safe to practice in each new clinical area, without 
being a burden on healthcare budgets.  
7.2.4.1 Clinical supervision 
An important element of clinical preparation is the supervision 
provided to participants. Clinical supervision ‘involves the provision of 
empathetic support to improve clinical skills and knowledge and foster a 
culture of reflective practice’ (Cross et al., 2010, p. 245). There are two 
forms of clinical supervision described in the literature: preceptorship, and 
clinical facilitation. These will be discussed in the following section.  
Preceptorship is a common form of clinical supervision utilised in 
nursing, and in this study, preceptorship was a feature of almost two-thirds 
of TSPPs. This finding is in keeping with the literature examining 
emergency nursing TSPPs. Of the 16 papers located which described 
emergency nursing TSPPs, 12 included preceptorship (Betts, 2003; Glynn 
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& Silva, 2013; Gurney, 2002; Jarman & Newcombe, 2010; Kidd & Sturt, 
1995; Kingsnorth-Hinrichs, 2009; Patterson et al., 2010; Sweeney, 2010; 
Truman, 2004; Winslow et al., 2009; Wolf, 2005; Zavotsky, 2000). A 
clinical preceptor is a clinically competent experienced nurse, who 
provides supervision, guidance and feedback to the learner (Myrick, 2002). 
Preceptorship models typically pair one preceptor with one novice. For the 
novice, one on one interaction allows the preceptor to offer assistance, 
guidance, feedback and encouragement that aids in adapting to their roles 
(T. Y. Lee, Tzeng, Lin, & Yeh, 2009), promoting socialisation (Elcock et al., 
2007; Farnell & Dawson, 2006; Reising, 2002), developing clinical skills 
and gaining job satisfaction (T. Y. Lee et al., 2009). Preceptorship enables 
the provision of information to meet the specific needs and knowledge 
deficits of the novice better than can be done in a large group. Thus 
preceptorship improves novices’ experience of transition (Ross & Clifford, 
2002) and orientation (R. Meyer & Meyer, 2000). Some emergency 
nursing TSPP participants have reported that the preceptor was the most 
influential factor in their development as an emergency nurse (Glynn & 
Silva, 2013; Winslow et al., 2009).  
A common complaint with the preceptorship model is that 
preceptors can change from day to day as a result of rostering and 
unplanned absences such as sick leave (Bailey, 2002; Elcock et al., 2007; 
Glynn & Silva, 2013; Loiseau et al., 2003; McGowan & McCormack, 2003; 
Patterson et al., 2010). This can result in the learner receiving mixed or 
conflicting messages (Gohery & Meaney, 2013). Another challenge with 
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preceptorship lies in the conflicting roles for the preceptor. Typically, 
preceptors are allocated a patient load concurrent with supervision of the 
learner. The preceptor is required to balance the provision of patient care 
with the professional development of the learner (Elcock et al., 2007; Kelly 
et al., 2002). A study of 65 RN preceptors found that when preceptors 
were expected to manage their normal patient workload and instruct and 
supervise a novice, they felt stress as a result of time pressures (Hautala, 
Saylor, & O'Leary-Kelley, 2007). It is a professional requirement, outlined 
in the Australian Nursing and Midwifery Council (2006) competency 
standards, that RNs participate in preceptorship to develop colleagues. 
However, there are inherent difficulties operationalising this, and it has 
been recommended that a lighter patient workload be allocated to 
preceptors so there is adequate time for both teaching and provision of 
patient care (Hautala et al., 2007).  
To address the challenges associated with managing a patient load 
and providing supervision to a novice, the clinical facilitation supervision 
model may be utilised. As described previously, the clinical facilitation role 
is undertaken by a competent, experienced nurse who does not have a 
clinical patient load and therefore does not have direct patient care 
responsibilities. The clinical facilitation model was utilised in two of the 
emergency nursing TSPPs described in the literature (Alban et al., 1999; 
Loiseau et al., 2003). A benefit of the clinical facilitation model is that it is 
usually undertaken by one staff member, which ensures that the learner 
receives a consistent message (Loiseau et al., 2003). One criticism of the 
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clinical facilitation model is that the clinical facilitator may have multiple 
students to supervise, which can result in some learners being 
unsupervised for lengthy periods each day (Elcock et al., 2007). In 
contrast to the role of preceptor, which has been reported to be a burden 
to experienced staff (McGowan & McCormack, 2003), clinical facilitation 
positions which are supernumerary are seen as a way of recognising and 
rewarding experienced staff, which can lead to increased nursing retention 
(E. Meyer et al., 2007).   
Clinical preparation time is an important feature of TSPPs. The 
model of supervision varies across EDs. It may be appropriate to pair the 
TSPP participant with an emergency nurse in a preceptorship model for 
their supernumerary time; however, for clinical support shifts, the clinical 
facilitation model offers benefits for both the novice and facilitator. The use 
of a single facilitator ensures a consistent message is delivered and that 
participants receive consistent feedback, with no additional burden on the 
already busy emergency nurses.  
7.2.5 Knowledge development  
A key aim of the TSPPs in this study was to facilitate novice 
emergency nurses to develop the knowledge and skills required for 
practice in the ED. An important feature of this preparation was the 
delivery of content to TSPP participants. In this study, knowledge 
development was facilitated using lectures, tutorials, self-directed 
workbooks, and to a lesser extent, simulation. In the following section, the 
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teaching modalities used in TSPPs, and the content delivered will be 
discussed. 
Most TSPPs in this study utilised study days, with lectures and 
tutorials to develop participant knowledge. This finding is reflective of the 
emergency nursing TSPPs reported in the literature, with all but one (Betts, 
2003) reporting that study days were utilised.  Face to face content 
delivery is popular with students, as it gives them opportunities to share 
ideas and ask questions (Ireland, Johnson, Adams, Eboh, & Mowatt, 2009; 
McCain, 2008). The majority of participants in an Australian emergency 
nursing TSPP (n = 42, 80%), reported that the study days were an 
important characteristic of TSPPs, which encouraged them to transition to 
ED (Morphet et al., 2008). ED and critical care TSPP participants have 
reported that lectures and tutorials increased their knowledge, and 
therefore their confidence to practice in the specialty environment 
(Considine & Hood, 2004; Messmer, Jones, & Taylor, 2004; Winslow et al., 
2009). Research shows that lectures can result in theoretical knowledge 
acquisition (Coomarasamy & Khan, 2004; Mansouri & Lockyer, 2007; 
Satterlee, Eggers, & Grimes, 2008; Steginga et al., 2005); however, some 
authors suggest that theoretical knowledge acquisition alone, does not 
translate to improved clinical performance or changes in learner behaviour 
(Coomarasamy & Khan, 2004; Davis et al., 1999; Kirkpatrick & Kirkpatrick, 
2006).  This conclusion was confirmed by a systematic review of health 
education literature which reported that didactic education had no effect on 
professional practice (Forsetlund et al., 2012). Given that TSPPs aim to 
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facilitate the provision of safe, evidence-based care, the use of lectures 
alone is clearly insufficient.  
Many TSPPs in this study combined self-directed workbooks with 
lectures and tutorials. Workbooks have been recommended as a way to 
structure learning (Elcock et al., 2007),  with the added advantage of 
allowing learners to study at their own pace (Bluestone et al., 2013). The 
use of this second teaching modality is likely to facilitate learning in a 
broader spectrum of learners, and was reportedly utilised in an emergency 
nursing TSPP in the US (Alban et al., 1999). 
People have different learning styles, so the use of a variety of 
teaching modalities which reflect these different learning styles is likely to 
result in better outcomes for TSPP participants. Fleming classified learners 
into four groups using the Visual, Aural, Read/Write, and Kinaesthetic 
(VARK) model (Fleming, 1995). Visual learners learn by seeing, and do 
well when information is presented as graphs, charts and flow diagrams. 
Aural learners learn by hearing, and may do well in didactic classes. As 
the name suggests, ‘readers and writers’ use reading and writing as their 
primary mode of learning, while kinaesthetic learners learn by doing 
(Fleming, 1995). Proponents of learning styles claim that using varied 
modes of content delivery can assist learners with different learning styles. 
For example, a program that includes lectures may appeal to the aural 
learners but, if combined with simulation, will also meet the needs of the 
kinaesthetic learners.   
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The delivery of content using a variety of teaching modalities has 
been labelled by some as ‘blended learning’; however, blended learning 
has been used to describe different processes in the literature. Some 
authors use the term blended learning to describe a combination of 
different teaching modalities, including lectures, tutorials, simulation, 
problem-based learning, and clinical ward rounds (Coomarasamy & Khan, 
2004; Masie, 2002). More commonly, the term blended learning is used to 
describe a combination of face-to-face and online learning, excluding other 
teaching modalities (Gagnon, Gagnon, Desmartis, & Njoya, 2013; 
Garrison & Kanuka, 2004; Ilic, Bin Nordin, Glasziou, Tilson, & Villanueva, 
2013; Ireland et al., 2009; Sherman, Comer, Putnam, & Freeman, 2012; 
Stewart, Inglis, Jardine, Koorts, & Davies, 2012). As a result of the 
confusion with the term ‘blended learning’, in this discussion, the term 
‘combined teaching modalities’ will be used to describe the attempt to 
create an optimal learning environment by combining teaching approaches, 
including lectures, tutorials, self-directed workbooks, or simulation. 
Most TSPPs in this study utilised combined teaching modalities, a 
finding which is consistent with the international emergency nursing TSPP 
literature. Emergency nursing TSPPs described in the literature combined 
didactic teaching with simulation (Gurney, 2002; Zavotsky, 2000); web-
based activities (Sweeney, 2010); part-task training (Patterson et al., 
2010); and clinical time (Considine & Hood, 2004; Glynn & Silva, 2013; 
Jarman & Newcombe, 2010; Winslow et al., 2009). The combination of 
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didactic teaching and clinical time has been reported by participants to be 
a strength of emergency nursing TSPPs (Glynn & Silva, 2013; Winslow et 
al., 2009).  
There are several advantages which result from combining teaching 
modalities. Students like having a choice of learning styles (Ireland et al., 
2009), and the use of combined teaching styles which they believe 
matches their own style, increases student satisfaction (Sherman et al., 
2012; Stewart et al., 2012). Participants in one emergency nursing TSPP 
reported that they wanted more simulation, clinical practice, and skills 
workshops, and less lectures, which were described as ‘long, intense and 
draining’ (Patterson et al., 2010, p. 206). The authors of a systematic 
review of varied teaching modalities in postgraduate medical students 
concluded that the use of combined teaching modalities resulted in 
substantial changes in skills, attitudes and behaviour in the clinical setting 
(Coomarasamy & Khan, 2004).  These findings are supported by several 
authors who found that educational strategies were more likely to result in 
changes to clinician practice, when didactic teaching was combined with 
other teaching methods, including simulation, problem-based learning and 
web-based interactive learning  (Aragon & Zibrowski, 2008; Boynton, 
Green, Johnson, Nainar, & Straffon, 2007; Mansouri & Lockyer, 2007; 
Satterlee et al., 2008). Changes to clinical practice were even more 
significant if the educational intervention occurred over an extended period 
of time (Satterlee et al., 2008).  These findings were not unexpected, yet 
they validate the teaching methods used in Australian emergency nursing 
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TSPPs. TSPPs in this study combined knowledge acquisition with 
application of knowledge to practice in the clinical setting, and provided 
repeated exposure, with most TSPPs being six or twelve months in 
duration. 
A variety of factors may dictate how emergency nursing TSPPs are 
implemented. This includes the ED resources, number of participants, 
external demands on the Nurse Educator, as well as participant learning 
styles. Emergency nurses must be able to apply their knowledge and skills 
to care for patients of all ages and populations, with a diversity of illness or 
injury states. Given the challenge of these factors, preparing novice 
emergency nurses requires a multifaceted approach. Combining teaching 
modalities in TSPPs attempts to create an optimal learning environment 
which aims to meet the needs of all participants.  
Having discussed the importance of using combined teaching 
modalities, it is also important to recognise that the type and level of 
content delivered in TSPPs is important. An evaluation of a critical care 
TSPP, which combined preceptorship with access to the unit critical care 
in-services, found that participants wanted information specific to their 
level of knowledge. The unit in-services were too advanced and did not 
meet their needs (Gohery & Meaney, 2013). Participants expressed a 
need for increased study days aimed at novice critical care nurses 
(Gohery & Meaney, 2013). The content delivered in emergency nursing 
TSPPs will be discussed in the following section.  
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7.2.5.1 Breadth of content delivery 
The content that was delivered in the TSPPs reviewed in this study, 
as described in Chapter Five, matched that reported in emergency nursing 
TSPPs described in the literature (Alban et al., 1999; Considine & Hood, 
2004; Gurney, 2002; Morphet et al., 2008; Truman, 2004). Interestingly, 
the breadth of content delivered was not affected by the mode of content 
delivery or the number of study days in the TSPP. TSPPs which had five 
or six study days, regularly delivered all of the content that was most 
frequently reported in TSPPs which had seven to fifteen study days, 
including advanced content such as: ECG interpretation, trauma 
management and shock. This is an important finding, particularly when 
considered in the context of scheduling paid study days for participants. 
An important consideration in deciding upon the teaching modalities to use 
in TSPPs is the ability of the organisation to provide paid professional 
development leave to participants. Industrial relations agreements in 
Victoria, ACT, NSW, Western Australia, and South Australia entitled 
nurses to paid professional development leave each year (ACT Public 
Service Nursing & Midwifery Agreement 2013-2017, 2013; Government of 
South Australia, 2010; NSW Government, 2011a; Victorian Hospitals' 
Industrial Association, 2012; Western Australian Industrial Relations 
Commission, 2010). The number of paid professional development leave 
days provided within the EBAs varied, and ranged from two days (Western 
Australia) to five days (ACT and Victoria) for full-time RNs.  
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Despite the allocation of paid professional development leave in 
many state EBAs, some Nurse Unit Managers reported that the 
organisation did not budget for nurses to use the time entitled to them. As 
described in Chapter Six, Nurse Unit Managers were committed to 
supporting education for their nurses, but had to manipulate budgets and 
allocate themselves a clinical patient load to enable nurses to participate 
in education. This was a surprising finding. Several authors have reported 
that TSPPs actually saved money for organisations in the long term, as 
they reduced the costs associated with nursing recruitment and attrition 
(Friedman, Cooper, Click, & Fitzpatrick, 2011; Gurney, 2002; Hall & 
Marshall, 2006; Kooker & Kamikawa, 2011; Morris et al., 2009; Twigg & 
McCullough, 2014; Winslow et al., 2009). Challenges in obtaining 
professional development leave may inhibit the number of face to face 
study days offered to TSPP participants, and reinforces the need for 
combined teaching modalities, including self-directed work which 
participants can complete in their own time.  
The Nurse Educators and Nurse Unit Managers interviewed were 
largely united in their views about the content which should be included in 
emergency nursing TSPPs, although there were some unexpected 
findings. Most interviewees reported that adult assessment and Basic Life 
Support were ‘necessary’ in TSPPs. Both of these are undergraduate 
skills, but only three interviewees indicated that participants should already 
have these skills. The delivery of information which is repetitive has a 
negative effect on learning and can result in learners failing to pay 
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attention (Gohery & Meaney, 2013). The duplication of content is also a 
poor use of resources. By comparison, most Nurse Unit Managers 
indicated that content on pharmacology and quality and safety were not 
necessary in TSPPs, but were instead ‘nice to have’. Given the concern 
that most Nurse Unit Managers expressed about risk management, this 
was an unexpected finding. Australian hospitals must meet the National 
Safety and Quality Health Service Standards (The National Standards) for 
accreditation. The National Standards aim to improve the quality of care 
delivery, and minimise risks, particularly in relation to medication errors, 
patient deterioration, clinical handover, pressure injuries, falls, and 
infection (Australian Commission on Safety and Quality in Health Care, 
2011). 
Medication errors are prevalent in Australian hospitals, second only 
to falls in terms of adverse incidents in hospitals (Roughead & Semple, 
2009), and affect two to three per cent of all hospital admissions 
(Roughead, Semple, & Rosenfeld, 2013). Authors of one Australian study 
stated that medication errors accounted for 6.5 per cent of all reported 
incidents in the ED (Considine, Mitchell, & Stergiou, 2011). Given these 
statistics, and the risk reported by Nurse Unit Managers that novice 
emergency nurses may not recognise or respond appropriately to the 
deteriorating patient, the inclusion of content on quality and safety, and 
pharmacology were expected to be prioritised by Nurse Unit Managers.  
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It is important that any content in TSPPs is aimed at participants’ 
level of understanding. Delivery of content which is not at an appropriate 
level, whether it is either too advanced or too basic, can have a negative 
effect on learning. By delivering content at an appropriate level, and then 
increasing the complexity of information, TSPP participants can build on 
their knowledge progressively (Raza, Coomarasamy, & Khan, 2009). 
TSPP participants also need to understand the relevance of content 
delivered (Patterson et al., 2010). Relevance of information increases 
student motivation to learn (E. Meyer et al., 2007; Wlodkowski, 2010; 
Wlodkowski & Westover, 1999), and also ensures that the TSPP 
addresses local needs (E. Meyer et al., 2007).  
7.2.6 Participant feedback and assessment 
Nurse Unit Managers and Nurse Educators identified that novice 
emergency nurses’ needed feedback to enable them to develop 
professionally. However, interviewees agreed that novice emergency 
nurses could be difficult to keep track of if they were not in a structured 
TSPP, and therefore missed out on meeting milestones or formalised 
feedback points. Feedback is the single most important feature of effective 
learning (Issenberg, McGaghie, Petrusa, Gordon, & Scalese, 2005), and 
structured feedback should be an essential component of emergency 
nursing TSPPs (Bienstock et al., 2007; Cant & Cooper, 2011). There were 
three features of the TSPPs in this study which contributed to the 
feedback received by participants. The major opportunities to provide 
feedback to TSPP participants were clinical preparation time, clinical 
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assessments and performance appraisals. Clinical preparation time has 
been discussed in a previous section in this chapter (7.2.4). Clinical 
assessments and performance appraisals will be discussed in the 
following section.  
Clinical assessments were utilised in most TSPPs to verify that 
participants had the knowledge and skill required to care for specific 
patient groups, for example, before a TSPP participant progressed from 
one area of patient acuity to another. This is an important finding, as 
assessments in the clinical setting enable feedback to be given at the time 
of the event, which gives context to the feedback, and promotes learning 
through reflection. The timing of feedback is crucial to professional 
development (Gil, Heins, & Jones, 1984). When feedback is delayed, it 
can lead to self-criticism and rumination on incidents occurring in the 
clinical setting (Cross et al., 2010; Duchscher, 2009) which impedes 
learning. Further, one-off assessments may not reflect a participant’s 
overall performance (Levett-Jones, Gersbach, Arthur, & Roche, 2011). 
One method of addressing this is to track clinical performance over time. 
Only four of the emergency nursing TSPPs described in the literature 
reported using clinical assessments with participants (Considine & Hood, 
2004; Jarman & Newcombe, 2010; Patterson et al., 2010; Winslow et al., 
2009), and none reported if the clinical assessments were repeated.  
Another opportunity for feedback in the emergency nursing TSPPs 
was the scheduled performance appraisals. Several of the Nurse 
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Educators and Nurse Unit Managers interviewed reported that TSPP 
participants had more frequent performance appraisals than other 
emergency nurses. This is a new finding which has not been reported in 
the emergency nursing TSPP literature. The level of detail in feedback 
provided during a performance appraisal is important, and can affect how 
the feedback is perceived (Gil et al., 1984). Typically, emergency nursing 
TSPP performance appraisals were scheduled three monthly, and this can 
result in a delay between an event occurring and the feedback being 
provided. As such, the feedback provided needs to be detailed enough 
that participants can understand the context of the event being discussed. 
Structured clinical assessments, and frequent performance appraisals 
enable formalised feedback points for participants, and should be included 
in the framework of future emergency nursing TSPPs.  
7.2.7 Postgraduate study 
Relevant postgraduate education at Graduate Certificate level is an 
expected standard in emergency nursing in Australia (College of 
Emergency Nursing Australasia, 2013; Department of Human Services, 
2005). More than one-third of TSPPs in this study were designed to 
articulate formally to postgraduate study, providing credit for those 
participants who elected to pursue a higher degree in emergency nursing. 
Articulation to postgraduate study was considered by Nurse Unit 
Managers and Nurse Educators in this study to be an important feature of 
TSPPs, a finding consistent with the critical care TSPP literature (Cleary, 
Matheson, & Happell, 2009), and the National Nursing and Nursing 
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Education Taskforce ‘Maximising Education Pathways’ report (2006).  The 
Maximising Education Pathways report concluded that nursing education 
providers should seek ways to maximise the potential for RPL 
opportunities for nurses (National Nursing and Nursing Education 
Taskforce, 2006). As previously described, there is substantial education 
delivery in the TSPPs examined in this study. Further, most TSPPs 
included clinical and/or written assessments. The learning undertaken by 
emergency nursing TSPP participants should be recognised by formal 
RPL pathways which articulate to postgraduate study in emergency 
nursing. This approach is supported by the Australian Qualifications 
Framework (AQF), which underpins all regulated education in Australia. 
The AQF specifically encourages cross-sectoral linkage programs, such 
as between emergency nursing TSPPs and the university sector 
(Australian Qualifications Framework Council, [AQFC], 2013). The 
provision of RPL for suitable emergency nursing TSPPs avoids 
unnecessary duplication of study, whilst still preserving the integrity of 
emergency nursing postgraduate qualifications.  
Interviewees in this study believed that the TSPP increased the 
uptake of postgraduate study, both among TSPP participants, and among 
other emergency nurses who were challenged to ‘keep up’ with their 
professional development. The literature also indicates that TSPPs 
increased enrolment in postgraduate study (Considine & Hood, 2004; 
Peterson & Van Buren, 2006; Sigurdsson, 2003). Many nurses consider 
that postgraduate study is expensive, and the cost of postgraduate study 
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has made it prohibitive to many nurses (Considine & Hood, 2004). The 
provision of credit toward a postgraduate qualification which saved 
thousands of dollars was expected to increase postgraduate enrolments.  
However, despite the formal articulation of many emergency 
nursing TSPPs to postgraduate study, Phase One data showed that there 
was not a significant difference in the percentage of nurses with a relevant 
postgraduate qualification between EDs with TSPPs and EDs without 
TSPPs. This was an unexpected finding which raises questions about the 
intrinsic motivators to undertake postgraduate study in emergency nursing. 
Potential reasons to undertake postgraduate study include the 
expectations of peers, and the educational expectations within the ED, 
which may require postgraduate study to facilitate clinical progression and 
enable participants to care for patients with critical illness or injury. This 
warrants further investigation, and is beyond the scope of the current 
study.  
One explanation for the similar rate of postgraduate study between 
EDs with and without TSPPs is that many of the TSPPs in the study had 
only been offered for two or three years, and this may have limited the 
effect of the TSPP on completion of postgraduate study. It is also 
important to recognise that EDs in both the TSPP and non-TSPP sample 
had a higher percentage of nurses with relevant postgraduate 
qualifications than the national average. While 30 per cent of the RNs in 
EDs sampled held a relevant postgraduate qualification, the national 
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average of postgraduate qualified RNs in Australian EDs is only 20.5 per 
cent (AIHW, 2009). As a cautionary note, both of these data sources are 
self-reported.  
7.2.8 TSPP participant end-point 
It has already been identified that the experience level of TSPP 
participants varied upon employment into TSPPs. Some EDs in this study 
employed newly graduated RNs into their TSPPs, while many other EDs 
only employed RNs with more than one year of post-registration nursing 
experience into the TSPP. The TSPP aims and the anticipated end-point 
of TSPPs also varied, although this did not necessarily reflect the level of 
nursing experience of the participants. Phase One data showed that most 
TSPPs aimed to develop the theoretical knowledge of TSPP participants, 
preparing participants for practice in the ED. This was substantiated by 
one TSPP curriculum document which stated that the TSPP provided 
‘entry level theoretical preparation’ (TSPP C). However, another 
curriculum document, and two Nurse Unit Managers, stated that the TSPP 
would ‘provide knowledge and skills to work in any position in the ED’ 
(TSPP E), and that the participant could provide competent, quality 
emergency nursing care. Most interviewees in this study reported that 
participants should be able to care for patients with critical illness or injury 
by completion of the TSPP. The expectation that TSPP participants could 
care for patients with critical illness or injury, did not reflect the aim of the 
TSPPs. Nor did this end-point consider participant experience levels, and 
so failed to acknowledge that some participants would have less than 
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twelve months of nursing experience upon TSPP completion. In contrast 
with these findings, all Nurse Educators and Nurse Unit Managers 
interviewed agreed that the TSPP was not a replacement for postgraduate 
study, but instead prepared nurses to commence postgraduate study. 
Despite this agreement, and recognition that the TSPP did not replace 
postgraduate study, many TSPP participants were awarded credit into 
postgraduate study upon completion of the TSPP. 
The contradiction here is based on the allocation of inexperienced 
and ill-prepared novice emergency nurses to provide complex care to 
patients with critical illness or injury, or patients requiring rapid assessment 
and complex decision-making at triage. As described in Chapter Six, 
patients with critical illness or injury have complex needs which change 
rapidly. Emergency nurses need to understand the evidence underpinning 
the care of these critically ill patients. Failure to deliver evidence-based 
care to critically ill patients increases morbidity and mortality. Most TSPPs 
did not include content on ventilation or other complex conditions. As a 
result, TSPP participants caring for patients with critical illness or injury will 
be required to make complex decisions, without the knowledge to support 
such decisions. This situation is likely to increase risk of poor patient care 
decisions in an unstable patient population. 
There is no evidence in the emergency nursing TSPP literature to 
support the allocation of patients with critical illness or injury to TSPP 
participants. The consensus in the published literature is that TSPPs 
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prepare participants to be ‘fit for practice’ in the ED, rather than 
experienced practitioners (Considine & Hood, 2004; Jarman & Newcombe, 
2010; Loiseau et al., 2003; Patterson et al., 2010). The CENA Practice 
Standards for the Emergency Nursing Specialist, which guide emergency 
nursing practice in Australia, indicate that emergency nurses should hold 
‘or be working towards a postgraduate qualification in emergency nursing’ 
(CENA, 2013, p. 11), and this is certainly applicable to nurses caring for 
patients with critical illness or injury. Given the concern expressed by 
Nurse Unit Managers regarding patient safety when novice emergency 
nurses started work in the ED, it is surprising and alarming that 
participants were expected to care for patients with critical illness or injury 
upon TSPP completion.  
Since the introduction of nursing preparation to the tertiary sector, 
the professional development of RNs followed a fairly standard pathway. 
This starts with completion of a Bachelor of Nursing, followed by 
completion of a GNP. RNs who then wanted to specialise would seek 
employment in the specialty field, and enrol in postgraduate study. TSPPs 
were introduced to fill the gap between GNPs and postgraduate study. 
TSPPs provided supported entry into the specialty field, and prepared RNs 
for practice in that specialty, but cannot replace either GNP or 
postgraduate study. When TSPPs are utilised to replace either a GNP or 
postgraduate study, patient safety is compromised.  
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7.3  Functions of Transition to Specialty Practice Programs  
There is evidence that the characteristics of TSPPs have had 
positive educational outcomes in other settings. Nurse Unit Managers and 
Nurse Educators in this study reported that TSPPs had important 
outcomes, and served essential functions in the ED. These functions 
included increasing emergency nursing recruitment and retention, and 
facilitating professional development of both novice and other emergency 
nurses. In the following section, the functions or outcomes of TSPPs in 
this study will be explored.   
7.3.1 Improving Nursing Recruitment and Retention 
In Phase One of this study, Nurse Educators reported that 
increasing nursing recruitment to, and retention in, emergency nursing 
were aims of many of the TSPPs offered in Australia. In Phase Two, Nurse 
Unit Managers confirmed this finding. The results of this study showed that 
Australian EDs were ‘desperate for staff’ (NE 12) when TSPPs were 
introduced in the early 2000s. The global nursing shortage of the late 
1990s and 2000s (Australian Institute of Health and Welfare, 2003; 
Buchan & Calman, 2004; Carpenter, 2000; National Health Workforce 
Taskforce, 2009), resulted in a shortage of experienced emergency nurses 
which has continued over time (Health Workforce Australia, 2012). The 
nursing shortage in emergency nursing was the impetus for the 
introduction of emergency nursing TSPPs (Considine & Hood, 2004). 
Nurse Unit Managers and Nurse Educators in Phase Two of this study 
reported that TSPPs had boosted nursing recruitment. This finding was in 
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keeping with quantitative findings from other emergency nursing TSPPs 
(Considine & Hood, 2004; Morphet et al., 2008; Patterson et al., 2010; 
Winslow et al., 2009) that showed increased nursing recruitment as a 
result of the TSPP. One study of emergency nursing TSPP participants 
found that half the participants would not have applied for work in the ED 
without the TSPP (Morphet et al., 2008). 
Increasing nursing retention was also an aim of many emergency 
nursing TSPPs both in this study and those reported in the literature (Betts, 
2003; Considine & Hood, 2004; Kidd & Sturt, 1995; Morphet et al., 2008; 
Sweeney, 2010; Truman, 2004; Winslow et al., 2009). Nursing retention is 
influenced by a multitude of factors including the following: working 
conditions such as skill mix and nurse-patient ratios; wages; nursing 
leadership and staff involvement in decision-making; professional 
development opportunities; and staff morale (Dawson, Stasa, Roche, 
Homer, & Duffield, 2014; Duffield, Baldwin, Roche, & Wise, 2013; L. J. 
Hayes et al., 2012; Lartey, Cummings, & Profetto-Mcgrath, in press; 
Tourangeau, Thomson, Cummings, & Cranley, 2013). Nursing retention is 
reported to be lower in emergency nursing than other nursing fields 
(Chang et al., 2005; Duffield & O'Brien-Pallas, 2003). Violence in the ED 
(Camerino et al., 2008; Farrell & Bobrowski, 2003; Lau et al., 2004; 
Lyneham, 2000; Morphet et al., 2014), access block (wherein a patient is 
unable to be transferred to the ward due to a lack of available beds), ED 
overcrowding, and increased scope of practice contribute to high workload 
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levels for emergency nurses, to nursing staff burnout, and to reduced 
nursing retention.  
Increasing nursing retention is crucial to facilitating provision of 
quality patient care (Aiken et al., 2003; Aiken, Clarke, & Sloane, 2002, 
Kendall-Gallagher et al., 2011), and is an important goal both for Health 
Workforce Australia’s plan to build capacity (Health Workforce Australia, 
2012), and for most hospital units. Increased nursing retention improves 
continuity of patient care, increases local knowledge and productivity, and 
reduces risk (J. Humphreys et al., 2009; O'Brien-Pallas et al., 2006). 
Further, nursing turnover (defined as when an employee leaves an 
organisation) is expensive, both in direct costs associated with recruiting a 
replacement nurse, and in indirect costs of lost productivity (Jones, 2004; 
M. A. Roche, Duffield, Homer, Buchan, & Dimitrelis, in press). A large 
national study of nursing turnover in Australia, conducted between 2008 – 
2010, found that the cost of turnover in Australia was $49,255 per FTE for 
a medical / surgical nurse (M. A. Roche et al., in press). Other authors 
have suggested that turnover costs for specialist staff such as emergency 
nurses are even greater (Strachota, Normandin, O'Brien, Clary, & Krukow, 
2003). By increasing nursing retention rates, organisations avoid the fiscal 
and human costs associated with recruitment, orientation and temporary 
labour coverage for vacant emergency nursing positions, and the quality of 
patient care delivery is improved (Aiken et al., 2003; Aiken, Clarke, & 
Sloane, 2002).   
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This study found that nursing retention had improved in EDs with 
TSPPs such that, in 2013, Nurse Unit Managers were protecting FTE to 
enable employment of TSPP participants. This finding was supported by 
the Phase One finding that the number of TSPP graduates on emergency 
nursing rosters significantly increased with subsequent years of TSPP 
offerings (p = 0.02). This finding makes it clear that participants are 
remaining in the ED following TSPP completion. Several Australian and 
US studies have also confirmed that emergency nursing TSPPs increased 
nursing retention (Considine & Hood, 2004; Gurney, 2002; Loiseau et al., 
2003; Morphet et al., 2008). A study of emergency nursing TSPP 
participants found that the TSPP was the intervention which encouraged 
them to remain in the ED (Morphet et al., 2008). As described in the 
previous section, TSPPs in this study encompassed several 
characteristics which may have contributed to improved nursing 
recruitment and retention. These included allocated clinical preparation 
time, structured clinical progression and feedback points, employment of a 
group cohort, and delivery of relevant theoretical content to support 
practice.  
7.3.2 Facilitating Professional Development 
The TSPPs in this study had a positive effect on the professional 
development of all emergency nurses in the EDs studied. This is 
evidenced by both the Phase One and Phase Two data, and is supported 
by the emergency nursing TSPP literature (Alban et al., 1999; Considine & 
Hood, 2004; Kidd & Sturt, 1995; Patterson et al., 2010; Truman, 2004; 
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Winslow et al., 2009). Evaluations of other emergency nursing TSPPs 
show that participants’ knowledge and clinical skills improved as a result of 
the TSPP (Alban et al., 1999; Considine & Hood, 2004; Patterson et al., 
2010; Winslow et al., 2009). Results in Phase One showed that EDs with 
TSPPs had a statistically significantly higher percentage of CNS staff 
(exact p = 0.04), and a higher percentage of postgraduate qualified 
emergency nurses on the nursing roster than EDs without TSPPs. 
Increased numbers of postgraduate qualified emergency nurses and 
CNSs suggested that TSPPs had a positive influence on the professional 
development of emergency nurses. The conclusion from the Phase One 
results, that TSPPs enhanced professional development, was confirmed 
by participants in Phase Two, who identified that clinical progression also 
increased as a result of the TSPPs.  
The finding that the TSPPs in this study facilitated more rapid 
clinical progression confirms similar findings reported in the emergency 
nursing TSPP literature (Kidd & Sturt, 1995). Nurse Unit Managers and 
Nurse Educators also reported that the TSPP was motivating other, non-
TSPP participants to increase their own professional development, to 
‘keep up’ with the TSPP participants. This was an unintended benefit of 
TSPPs, which was also described by one author in the emergency nursing 
TSPP literature (Truman, 2004). As discussed in the previous section, 
there were several features of TSPPs which were likely to have 
contributed to the professional development of participants. These 
included the theoretical content delivered within the TSPP; the clinical 
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preparation time and supervision provided to participants; and the TSPP 
peer group which encouraged learning. The design, characteristics and 
functions of TSPPs have been examined in this chapter, and the evidence 
to support the design and characteristics have been explored. The results 
in this study highlight several positive outcomes arising from ED TSPPs in 
Australia, but also highlight significant variations in the design and 
characteristics within ED TSPPs. In the following sections, the need for 
consistency in preparation of emergency nurses will be discussed, and the 
findings of this study will be consolidated into a framework to support the 
development of future emergency nursing TSPPs.  
7.4  A need for standardisation in emergency nursing 
education
The variation in emergency nursing TSPPs in Australia has been 
described in detail in this thesis. Some EDs employed newly graduated 
RNs into the TSPP, while many did not. The duration of TSPPs reviewed 
in this study also varied considerably, although this was not related to 
whether or not EDs employed participants with previous nursing 
experience. Some TSPPs relied solely on self-directed workbooks, or 
didactic content delivery, while many used combined teaching modalities. 
Clinical assessments were not used consistently across TSPPs. Finally, 
more than one-third of the TSPPs studied formally articulated to 
postgraduate study. Such variability in TSPP design and characteristics 
limits mobility of the emergency nursing workforce, as future potential 
employers may be unclear as to what they can expect from a TSPP 
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graduate. Variations in TSPP assessment and outcomes also limit the 
application of RPL, and articulation to higher degrees. Emergency nursing 
TSPPs are recognised as preparatory for emergency nursing, yet 
inconsistencies between TSPPs mean that TSPP graduates are not 
prepared to the same level. In the following section, the need for 
consistency and quality in the development and delivery of TSPPs will be 
discussed. 
In Australia, the national system of education for regulated 
qualifications is underpinned by the AQF. The AQF encompasses schools, 
vocational education and training, and higher education. There are ten 
levels within the AQF ranging from Senior Secondary Certificate of 
Education (known in Australia as Year 12), to Doctoral Degrees (AQFC, 
2013). The AQF identifies the expected knowledge and skill outcomes at 
each level of the framework, and provides a guide to the volume of 
learning, and expected learning outcomes required within each level 
(AQFC, 2013).  
Under the National Registration and Accreditation Scheme, nursing 
education in Australia is governed by both the Nursing and Midwifery 
Board of Australia, an agency under the Australian Health Practitioner 
Regulation Agency, and the AQF. The undergraduate qualification for RNs 
in Australia is a Bachelor Degree in Nursing, which is Level 7 of the AQF 
(Figure 7.1). Following completion of a Bachelor Degree, RNs may elect to 
complete further nursing studies. Formal qualifications undertaken in the 
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tertiary sector, for example a Bachelor of Nursing Honours Degree, a 
Graduate Certificate or Graduate Diploma, are underpinned by Level 8 of 
the AQF. A Master of Nursing is AQF Level 9. Qualifications at Level 8 of 
the AQF are the equivalent of half to one year of full time study. Objectives 
for Level 8 programs of study should reflect critical analysis, evaluation, 
and understanding of advanced theoretical and technical knowledge in a 
particular area (AQFC, 2013).  
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Level Level 7
Bachelor Degree 
Level 8
Honours Degree, 
Graduate Certificate, or 
Graduate Diploma 
Level 9  
Masters Degree 
Summary Graduates at this level 
will have broad and 
coherent knowledge and 
skills for professional 
work and/or further 
learning 
Graduates at this level will 
have advanced 
knowledge and skills for 
professional / highly 
skilled work and/or further 
learning 
Graduates at this level 
will have specialised 
knowledge and skills for 
research, and/or 
professional practice 
and/or further learning 
Knowledge Graduates at this level 
will have broad and 
coherent theoretical and 
technical knowledge with 
depth in one or more 
disciplines or areas of 
practice 
Graduates at this level will 
have advanced theoretical 
and technical knowledge 
with depth in one or more 
disciplines or areas of 
practice 
Graduates at this level 
will have advanced & 
integrated understanding 
of a complex body of 
knowledge in one or 
more disciplines or areas 
of practice 
Skills Graduates at this level 
will have well-developed 
cognitive, technical and 
communication skills to 
select and apply 
methods and 
technologies to: 
x analyse & evaluate 
information to 
complete a range of 
activities 
x analyse, generate 
and transmit 
solutions to 
unpredictable & 
sometimes complex 
problems 
x transmit knowledge, 
skills & ideas to 
others 
Graduates at this level will 
have advanced cognitive, 
technical and 
communication skills to 
select and apply methods 
and technologies to: 
x analyse & critically 
evaluate & transform 
information to 
complete a range of 
activities 
x analyse, generate 
and transmit solutions 
to complex problems 
x transmit knowledge, 
skills & ideas to 
others 
Graduates at this level 
will have expect, 
specialised cognitive & 
technical skills in a body 
of knowledge or practice 
to independently: 
x analyse critically, 
reflect on & 
synthesise complex 
information, 
problems, concepts 
& theories  
x research & apply 
established theories 
to a body of 
knowledge or 
practice 
x interpret & transmit 
knowledge, skills & 
ideas to specialist & 
non-specialist 
audiences 
Application 
of
knowledge 
and skills 
Graduates at this level 
will apply knowledge & 
skills to demonstrate 
autonomy, well-
developed judgement & 
responsibility: 
x in contexts that 
require self-directed 
work & learning 
x within broad 
parameters to 
provide specialist 
advice & functions 
Graduates at this level will 
apply knowledge & skills 
to demonstrate autonomy, 
well-developed 
judgement, adaptability & 
responsibility as a 
practitioner or learner 
Graduates at this level 
will apply knowledge & 
skills to demonstrate 
autonomy, expert 
judgement, adaptability 
& responsibility as a 
practitioner or learner 
Figure 7.1 Summary of Australian Qualification Framework levels as they 
relate to a Bachelor Degree, Graduate Certificate and Masters Degree 
(AQFC, 2013) 
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The provision of clear guidelines in the AQF regarding the level of 
content, assessment and expected outcomes, enables consistency and 
standardisation in the delivery and assessment of education in nursing. 
There are several advantages to having a standardised approach to 
education delivery and assessment across hospital and university sectors. 
Nationally consistent qualification pathways provide a scaffolding structure 
which supports the ongoing professional development of individuals’, by 
providing recognition for their prior learning and experiences (AQFC, 
2013). Increased recognition and comparability of Australian qualifications 
also facilitates the mobility of nurses, allowing them to transfer to similar 
positions in different organisations (AQFC,  2013). Despite these 
advantages, and the mandated use of the AQF for all accredited 
educational programs in Australia, the AQF is rarely utilised in hospital 
education programs.  
In Australia, emergency nursing TSPPs developed in an ad hoc 
manner, and were not based on a standardised educational framework. 
This study found that while some characteristics were shared, the aims, 
prior participant experience, duration, and expected outcomes of 
emergency nursing TSPPs varied, even within state-wide TSPPs. TSPPs 
were recognised as preparatory for specialist emergency nurses. Many 
Nurse Unit Managers and Nurse Educators in this study reported that 
emergency nursing TSPPs enabled novice emergency nurses to care for 
patients with critical illness or injury, while also acknowledging that TSPPs 
were insufficient educational preparation for the safe delivery of care to 
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complex patients. Emergency nursing TSPPs were commonly completed 
by individuals prior to enrolment in postgraduate study. While TSPPs do 
not provide a regulated qualification, this study found that almost half of 
the TSPPs formally articulated to postgraduate study, with credit provided 
to TSPP graduates. Bearing in mind that participants who completed many 
TSPPs were awarded credit into postgraduate study, and the patient care 
expectations placed on TSPP graduates, a framework guiding future 
development of TSPPs must be established, which is based on Level 8 of 
the AQF (Graduate Certificate level). The emergency nursing TSPP 
framework would enable consistent development of knowledge and skills 
for emergency nurses, and rigorous formal articulation into postgraduate 
study.  
In the following section, the TSPP (Emergency Nursing) Framework, 
which was developed based on the findings of this study, will be presented, 
followed by a rationale to support each item in the framework. The aim of 
this framework is to enable consistency and quality in emergency nursing 
TSPP delivery.  
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7.5  Framework for future Transition to Specialty Practice 
Programs 
Transition to Specialty Practice Program  
(Emergency Nursing) Framework 
Description 
The Transition to Specialty Practice Program (TSPP) (Emergency 
Nursing) offers a six-month supported entry to emergency nursing for RNs 
with little or no emergency nursing experience. The aim of the TSPP 
(Emergency Nursing) is to facilitate participants’ development of 
foundational knowledge and clinical skills required to practice safely and 
effectively. Upon completion of the TSPP (Emergency Nursing) 
participants will be expected to provide safe, evidence-based nursing care 
for patients with moderate illness or injury in the ED. TSPP (Emergency 
Nursing) participants will be provided with theoretical preparation and a 
period of orientation and clinical transition which includes clinical support. 
Where possible, TSPP participants should be employed in a group of four 
to six participants.  
The TSPP (Emergency Nursing) is intended to formally articulate to 
postgraduate study in emergency nursing, and participants who complete 
the TSPP (Emergency Nursing), which meets Level 8 of the AQF, should 
receive credit into postgraduate emergency nursing studies.  
The TSPP (Emergency Nursing) framework has been designed 
using constructive alignment, which promotes coherence between 
intended learning outcomes, assessment, and teaching and learning 
strategies (Biggs, 1996).
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Transition to Specialty Practice Program  
(Emergency Nursing) Framework (continued) 
Prerequisites 
Participants must be RNs with at least one year of post-registration 
nursing experience. 
Educational Theory 
Benner’s Novice to Expert (1984) model is the educational 
framework underpinning the TSPP (Emergency Nursing) Framework. In 
the Novice to Expert model, a learner passes through five levels of 
proficiency in the development of skills and knowledge: novice; advanced 
beginner; competent; proficient; and expert (Benner, 1984). These 
different levels of proficiency reflect progression from a reliance on 
theoretical principles, to the use of previous experiences to develop 
knowledge. In this way, mastery is attained through practice and repeated 
experiences. 
Knowledge and skill development 
Content will be delivered using a combination of learning modalities, 
including lectures; tutorials; simulation; self-directed work (web-based or 
workbook); and clinical experience. Study days should be prefaced by 
self-directed work to enable participants’ to prepare for and participate in 
activities, and apply knowledge. 
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Transition to Specialty Practice Program  
(Emergency Nursing) Framework (continued) 
Intended Learning Outcomes 
Except where explicitly stated, at the completion of the TSPP, the 
participant will be able to perform at a proficient level (Benner, 1984) for 
patients with mild or moderate illness, for the learning outcomes below, 
adapted from the Practice Standards for the Emergency Nursing Specialist 
(CENA, 2013). Implicit in the learning outcomes is the expectation that 
participants will practice in accordance with the National Competency 
Standards for the RN (Australian Nursing and Midwifery Council, 2006), 
and the National Safety and Quality Health Service Standard (Australian 
Commission on Safety and Quality in Health Care, 2011).  
Domain 1 – Clinical Expertise 
1.1 Provides a concise and timely assessment of the undiagnosed 
patient; 
1.2 Anticipates and instigates appropriate treatment and 
management strategies for multiple undifferentiated patients within a 
dynamic environment; 
1.3 Evaluates patient progress against predicted outcomes; 
1.4 Demonstrates the ability to coordinate the admission and/or 
discharge of patients with a variety of clinical needs; 
1.5 Demonstrates the ability to provide patient and family-centred 
care. 
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Transition to Specialty Practice Program  
(Emergency Nursing) Framework (continued) 
Domain 2 – Communication 
2.1 Provides effective communication with all members of the health 
care teams and external agencies; 
2.2 Communicates effectively with patient, family and support people. 
Domain 3 – Teamwork 
3.1 Performs effectively as a team member; 
3.2 Effectively leads a team to provide safe, quality patient care; 
3.3 Appropriately manages critical incidents and stressful situations 
at an advanced beginner level. 
Domain 4 – Resources & Environment 
4.1 Practises to promote & maintain patient and staff safety; 
4.2 Effectively anticipates & provides appropriate human resources 
to promote optimal patient care; 
4.3 Utilises and manages material resources effectively and 
responsibly to promote optimal patient care at a competent level; 
4.4 Demonstrates an understanding of the ED disaster management 
plans, familiar with location of equipment used in major incidents. 
Domain 5 – Professional Development 
5.1 Maintains own professional development; 
5.2 Contributes to the professional development of emergency 
nursing colleagues; 
5.3 Promotes the specialty of emergency nursing. 
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Transition to Specialty Practice Program  
(Emergency Nursing) Framework (continued) 
Domain 6 – Leadership 
6.1 Demonstrates leadership that enables positive role modelling for 
nursing and other health professionals; 
6.3 Able to safely lead a team in caring for the at-risk patient at an 
advanced beginner level. 
Domain 7 – Legal  
7.1 Complies with prevailing legislation and standards of best 
practice. 
Domain 8 – Professional Ethics 
8.1 Functions within an ethical framework. 
Domain 9 – Research & Quality Improvement 
9.1 Demonstrates support for quality improvement within the 
emergency care environment; 
9.2 Utilises and supports the development of research within the 
emergency care environment. 
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Transition to Specialty Practice Program  
(Emergency Nursing) Framework (continued) 
TSPP Hours 
40 hours lectures / workshops 
40 hours self-directed work 
Participants must work a minimum of 0.6 FTE (536 hours of clinical 
practice over a six month period) 
Assessments 
Compulsory clinical assessments that demonstrate structured 
patient assessment and evidence-based management of a variety of 
patient presentations across population groups: to measure participants’ 
ability to plan and provide high quality care, and facilitate feedback.  
Optional written assessments of 5,000 words for those participants 
who choose to apply for formal articulation to postgraduate study. Written 
assessment must be evidence-based and appropriately referenced, of a 
scholarly quality, and demonstrate deep learning and higher order thinking.  
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Transition to Specialty Practice Program  
(Emergency Nursing) Framework (continued) 
Clinical Preparation
Three orientation days: to enable TSPP participants to become 
familiar with the physical layout, functions, policies and protocols of the ED, 
and meet members of the ED healthcare team.  
Two supernumerary shifts: to enable TSPP participants to observe 
and participate in emergency nursing practice without being expected to 
independently manage a patient load.  
A minimum of five clinical support shifts: to enable Nurse Educators 
to support and assess TSPP participants in the clinical setting, and enable 
participants to clinically progress, providing care for patients with moderate 
illness or injury by completion of the TSPP. Also enables provision of 
timely feedback to promote learning. 
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Transition to Specialty Practice Program  
(Emergency Nursing) Framework (continued) 
Core Content
x Advanced Life Support; 
x Cardiac emergencies, including chest pain management; 
x ECG interpretation – sinus rhythm, sinus tachycardia, sinus 
bradycardia, ST elevation, ST depression, atrial fibrillation, atrial 
flutter, supra-ventricular tachycardia (SVT), asystole, ventricular 
tachycardia (VT), ventricular fibrillation (VF); 
x Communication with patients, families and healthcare team; 
x Endocrine emergencies; 
x Gastrointestinal emergencies; 
x Mental health emergencies; 
x Neurological emergencies; 
x Pain assessment and management; 
x Pharmacology 
x Predictors of patient deterioration; 
x Principles of trauma management;  
x Quality and safety in healthcare; 
x Recognising and responding to clinical deterioration; 
x Renal emergencies; 
x Respiratory emergencies; 
x Shock.
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7.5.1 Rationale for the design and characteristics in the 
Transition to Specialty Practice Program (Emergency 
Nursing) Framework 
The TSPP (Emergency Nursing) Framework has been designed 
using constructive alignment. When designing a program using 
constructive alignment, the developer begins with the end in mind: that 
is, what should participants know and be able to demonstrate at the end 
of the program? Constructive alignment promotes coherence between 
assessment, teaching and learning strategies, and intended learning 
outcomes (Biggs, 1996). Constructive alignment assumes that the 
intentional alignment of intended course learning outcomes, 
assessment methods, and teaching and learning activities, improves 
the learning outcomes. Using constructive alignment, the intended 
learning outcomes and TSPP (Emergency Nursing) end-point were 
identified. Teaching & learning activities, and assessments were then 
identified that would enable the student to meet the learning outcomes 
(Biggs, 1996).  
The TSPP (Emergency Nursing) is designed to formally 
articulate to postgraduate study in emergency nursing, and should 
receive credit into postgraduate emergency nursing programs. The 
learning outcomes, volume of learning, program of study (including 
content), and learning assessment approaches are therefore important, 
as RPL agreements take into account the comparability or equivalence 
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of each characteristic (AQFC, 2013). These will be discussed further as 
relevant in the following sections.  
TSPP duration 
The TSPP (Emergency Nursing) is designed to be six months in 
duration. As described in Chapters Five and Seven, the results of this 
study showed that TSPPs of six months duration had better 
professional development outcomes than TSPPs which were twelve 
months in duration. Offering TSPPs of six months’ duration enables 
EDs to offer two intakes per year if required, without a substantial 
increase in Nurse Educator workload. Offering a TSPP of six months’ 
duration will also enable formal articulation to postgraduate study in 
emergency nursing, as the volume of learning in a Graduate Certificate 
is typically six months to one year (AQFC, 2013). 
Prerequisites  
The delivery of a six month TSPP (Emergency Nursing) is 
dependent on the ED employing participants with at least twelve 
months’ post-registration nursing experience. TSPPs are designed to 
prepare novice emergency nurses for practice in the ED. TSPPs cannot, 
and should not, replace a GNP, as a busy ED with an undiagnosed and 
unstable population is not a suitable environment for newly graduated 
RNs to consolidate their fundamental nursing skills.  
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TSPP (Emergency Nursing) end-point 
Upon completion of the TSPP (Emergency Nursing), participants 
should be able to coordinate and provide care to patients with moderate 
illness or injury. TSPPs are designed to provide entry-level preparation 
of participants, and do not replace postgraduate study. Most TSPPs in 
this study did not address the advanced pathophysiology or evidence-
based management for care of the critically ill patient, and nor did most 
TSPPs encompass triage education. Without these theoretical 
underpinnings, TSPP participants are not prepared, either in knowledge, 
skill, or experience, to provide the complex care required by patients 
with critical illness or injury. 
Employment of TSPP participants in a group cohort 
The employment of TSPP participants in a group cohort provides 
participants with peer support and a sense of belonging. Group cohorts 
also enable interactive discussions during didactic teaching sessions. 
TSPP (Emergency Nursing) participants should be employed in groups 
of 4-6 participants when ED size and FTE vacancy allows.  
Educational Theory 
Benner’s Novice to Expert (1984) model was selected to provide 
the educational framework for the TSPP (Emergency Nursing) 
Framework. The Novice to Expert model reflects the four stages of 
learning described in the Conscious Competence Learning Model 
(Adams, 2011; Murphy, 2006). The Novice to Expert model is 
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appropriate for TSPPs as it is based on the premise that expertise is 
context specific (Benner, 1984), so that an RN who is expert in one 
clinical setting or patient care area, may not be expert in a different 
clinical setting or higher level of patient acuity care area. For example, 
participants are novice emergency nurses when they first commence 
the TSPP. They will develop knowledge and skills, and advance 
through the five levels of proficiency caring for patients with mild illness 
or injury, before progressing to care for patients with moderate illness or 
injury, where they will once again be a novice.  
Intended Learning Outcomes 
As previously described in this chapter, in line with constructive 
alignment (Biggs, 1996), the TSPP (Emergency Nursing) Framework 
objectives were designed to reflect the level of practice expected of 
participants on completion of the TSPP (Emergency Nursing). The 
TSPP (Emergency Nursing) Framework is designed on Level 8 of the 
AQF framework, to enable formal articulation to postgraduate study. 
The learning objectives in the TSPP (Emergency Nursing) Framework 
have been developed to meet the standard set out in Level 8 of the 
AQF framework, and reflect synthesis, critical analysis, evaluation and 
understanding of advanced theoretical and technical content (AQFC, 
2013). 
As TSPP participants are required to have at least twelve months 
of post-registration nursing experience, the National Competency 
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Standards for the RN (Australian Nursing and Midwifery Council, 2006), 
and the National Safety and Quality Health Service Standards 
(Australian Commission on Safety and Quality in Health Care, 2011) 
were considered to be pre-requisite knowledge and skills, as it is a 
requirement of nursing registration that RNs practise to both standards. 
As a result, neither standard was explicitly included in the TSPP 
(Emergency Nursing) Framework, but they are implicitly expected of all 
participants, and should be integrated throughout all nursing education 
programs including emergency nursing TSPPs. Instead, the CENA 
Practice Standards for the Emergency Nursing Specialist (2013) which 
guide practice for all emergency nurses in Australasia, were used as 
the basis for learning outcomes in the TSPP (Emergency Nursing) 
Framework. Table 7.1 shows how RN practice standards underpin the 
TSPP practice standards, and how the TSPP practice standards then 
underpin the practice standards for postgraduate qualified emergency 
nurses. Using Benner’s Novice to Expert model (1984), participants 
completing the TSPP (Emergency Nursing) are expected to be 
performing at a proficient level when caring for patients with mild or 
moderate illness or injury.  
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Table 7.1 
Standards guiding practice for RNs, TSPP (Emergency Nursing) participants, and postgraduate qualified emergency nurses 
Domain RN practice standards TSPP (Emergency Nursing) graduate 
practice standards 
Postgraduate qualified emergency 
nurse practice standards 
Meets all practice standards for RNs, as 
well as the following: 
Meets all practice standards for TSPP 
(Emergency Nursing) graduates, as well as 
the following: 
Clinical Expertise x Conducts a comprehensive and 
systematic nursing assessment 1;
x Provides comprehensive, safe and 
effective evidence-based nursing 
care to achieve identified 
individual/group health outcomes 1;
x Evaluates progress towards 
expected individual/group health 
outcomes in consultation with 
individuals/groups, significant others 
and interdisciplinary health care 
team 1;
x Establishes, maintains and 
appropriately concludes therapeutic 
relationships 1.
x Standard 3 – RNs use infection 
prevention & control systems 2;
x Conducts a concise & timely 
assessment at proficient level of the 
undiagnosed patient 3 with mild or 
moderate illness or injury; 
x Anticipates & instigates appropriate 
treatment & management strategies at 
a proficient level for multiple 
undifferentiated patients 3 with mild or 
moderate illness or injury; 
x Evaluates patient progress against 
predicted outcomes3 at a competent 
level for patients with mild and 
moderate illness/injury;  
x Demonstrates the ability at a proficient 
level to coordinate the admission and / 
or discharge 3 of mild or moderately ill 
patients with a variety of clinical needs; 
x Conducts at an expert level a concise & 
timely assessment of the undiagnosed 
patient 3 with mild or moderate illness or 
injury; 
x Conducts at a proficient level a concise 
& timely assessment of the 
undiagnosed patient 3 with critical illness 
or injury; 
x Anticipates & instigates at an expert 
level appropriate treatment & 
management strategies for multiple 
undifferentiated patients 3 with mild or 
moderate illness or injury; 
x Anticipates & instigates at a proficient 
level appropriate treatment & 
management strategies for multiple 
undifferentiated patients 3 with critical 
illness or injury; 
1 Australian Nursing & Midwifery Council, 2006. 
2 Australian Commission on Safety & Quality in Health Care, 2011. 
3 CENA, 2013.
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Domain RN practice standards TSPP (Emergency Nursing) graduate 
practice standards
Postgraduate qualified emergency 
nurse practice standards
Clinical Expertise 
(cont) 
x Standard 4 – RNs use 
organisational systems to safely 
manage medications 2;
x Standard 5 – RNs use 
organisational patient identification 
& procedure matching systems 2;
x Standard 7 – RNs use 
organisational blood & blood product 
safety systems; 
x Standard 8 – RNs use 
organisational pressure injury 
prevention & management systems 
2;
x Standard 9 – RNs use 
organisational systems for the 
recognition & response to clinical 
deterioration 2.
x Demonstrates the ability at a proficient 
level to provide patient and family-
centred care for patients3 with mild or 
moderate illness or injury. 
x Evaluates patient progress against 
predicted outcomes at an expert level 
for patients 3 with mild and moderate 
illness / injury  
x Evaluates patient progress against 
predicted outcomes at a proficient level 
for patients 3 with critical illness / injury  
x Demonstrates at an expert level the 
ability to coordinate the admission and / 
or discharge 3 of mild or moderately ill 
patients with a variety of clinical needs,; 
x Demonstrates at a proficient level the 
ability to coordinate the admission and / 
or discharge 3 of critically ill patients with 
a variety of clinical needs,; 
x Demonstrates at an expert level the 
ability to provide patient and family-
centred care 3 for patients with mild or 
moderate illness or injury;  
x Demonstrates at a proficient level. the 
ability to provide patient and family-
centred care 3 for patients with critical 
illness or injury 
1 Australian Nursing & Midwifery Council, 2006. 
2 Australian Commission on Safety & Quality in Health Care, 2011. 
3 CENA, 2013.
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Domain RN practice standards TSPP (Emergency Nursing) graduate 
practice standards
Postgraduate qualified emergency 
nurse practice standards
Communication x Plans nursing care in consultation 
with individuals/groups, significant 
others and the interdisciplinary 
health care team 1;
x Standard 2 – RNs use 
organisational systems which 
support partnering with consumers 
2.
x Standard 6 – RNs use clinical 
handover systems for effective & 
structured clinical handover 2.
x Provides effective communication at a 
proficient level with all members of the 
health care teams and external 
agencies 3 in relation to patients with 
minor and moderate illness or injury; 
x Communicates effectively at a proficient 
level with patient, family and support 
people 3 for patients with a minor or 
moderate illness.  
x Provides at an expert level effective 
communication with all members of the 
health care teams and external 
agencies 3 in relation to patients with 
minor and moderate illness or injury; 
x Provides at a proficient level effective 
communication with all members of the 
health care teams and external 
agencies 3 in relation to patients with 
critical illness or injury; 
x Communicates effectively at an expert 
level with patient, family and support 
people 3 for patients with a minor or 
moderate illness;  
x Communicates effectively at a 
competent level with patient, family and 
support people 3 for patients with a 
critical illness.  
1 Australian Nursing & Midwifery Council, 2006. 
2 Australian Commission on Safety & Quality in Health Care, 2011. 
3 CENA, 2013. 
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Domain RN practice standards TSPP (Emergency Nursing) graduate 
practice standards
Postgraduate qualified emergency 
nurse practice standards
Teamwork x Plans nursing care in consultation 
with individuals/groups, significant 
others and the interdisciplinary 
health care team 1
x Performs effectively at a proficient level 
as a team member 3 for patients with 
mild and moderate illness or injury; 
x Effectively leads a team at a proficient 
level to provide safe, quality patient 
care 3 for patients with a mild illness or 
injury; 
x Effectively leads a team at a competent 
level to provide safe, quality patient 
care 3 for patients with a moderate 
illness or injury; 
x Appropriately manages critical incidents 
and stressful situations 3 at an 
advanced beginner level. 
x Performs effectively at an expert level 
as a team member 3 for patients with 
mild, moderate or critical illness or 
injury; 
x Effectively leads a team at an expert 
level, to provide safe, quality patient 
care 3 for patients with a mild or 
moderate illness or injury; 
x Effectively leads a team at a competent 
level, to provide safe, quality patient 
care 3 for patients with a critical illness or 
injury; 
x Appropriately manages critical incidents 
and stressful situations 3.
Resources & 
Environment 
x Practices in accordance with the 
National Safety & Quality Health 
Service Standards 2;
x Practices to promote & maintain patient 
& staff safety 3 at a competent level; 
x Effectively anticipates & provides 
appropriate human resources at a 
proficient level to promote optimal 
patient care 3 for patients with mild or 
moderate illness or injury; 
x Practices to promote & maintain patient 
& staff safety 3 at a proficient level; 
x Effectively anticipates & provides 
appropriate human resources at an 
expert level to promote optimal patient 
care 3 for patients with mild or moderate 
illness or injury; 
1 Australian Nursing & Midwifery Council, 2006. 
2 Australian Commission on Safety & Quality in Health Care, 2011. 
3 CENA, 2013. 
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Domain RN practice standards TSPP (Emergency Nursing) graduate 
practice standards
Postgraduate qualified emergency 
nurse practice standards
Resources & 
Environment (cont) 
x Utilises & manages material resources 
effectively & responsibly at a competent 
level to promote optimal patient care 3
for patients with mild or moderate 
illness; 
x Demonstrates an understanding of the 
ED disaster management plans, 
familiar with location of equipment used 
in major incidents. 
x Effectively anticipates & provides 
appropriate human resources at a 
proficient level to promote optimal 
patient care 3 for patients with critical 
illness or injury; 
x Utilises & manages material resources 
effectively & responsibly at an expert 
level to promote optimal patient care for 
patients 3 with mild or moderate illness; 
x Utilises & manages material resources 
effectively & responsibly at a proficient 
level to promote optimal patient care 3
for patients with critical illness; 
x Demonstrates preparedness for major 
incidents & disasters 3.
Professional 
development 
x Participates in ongoing professional 
development of self and others 1
x Maintains own professional 
development 3;
x Contributes to the professional 
development 3 of novice emergency 
nursing colleagues; 
x Promotes the specialty of emergency 
nursing 3.
x Maintains own professional 
development 3;
x Contributes to the professional 
development of nursing colleagues 3;
x Promotes the specialty of emergency 
nursing 3.
1 Australian Nursing & Midwifery Council, 2006. 
2 Australian Commission on Safety & Quality in Health Care, 2011. 
3 CENA, 2013.
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Domain RN practice standards TSPP (Emergency Nursing) graduate 
practice standards
Postgraduate qualified emergency 
nurse practice standards
Leadership x Participates in ongoing professional 
development of self and others 1
x Demonstrates leadership that enables 
positive role modelling for novice 
nursing colleagues & other allied 
health professionals 
x Able to safely lead a team at an 
advanced beginner level in caring for 
the at-risk patient. 
x Demonstrates leadership that enables 
positive role modelling for nursing 
colleagues & other allied health 
professionals 3;
x Advocates for & provides consultancy in 
emergency nursing 3;
x Able safely to lead a team at a proficient 
level.in caring for the at-risk patient 4
Legal x Practises in accordance with 
legislation affecting nursing practice 
and health care 1
x Complies with prevailing legislation & 
standards of best practice 3.
x Complies with prevailing legislation & 
standards of best practice 3.
Professional Ethics x Practises within a professional and 
ethical nursing framework 1
x Functions within an ethical framework 
3.
x Functions within an ethical framework 3.
Research & Quality 
Improvement 
x Practices with an evidence-based 
framework 1;
x Standard 1 – RNs use organisational 
governance systems which support 
performance improvement 2.
x Demonstrates support for quality 
improvement within the emergency 
care environment Functions within an 
ethical framework 3.
x Utilises & supports the development 
of research within the emergency care 
environment Functions within an 
ethical framework 3.
x Demonstrates support for quality 
improvement within the emergency care 
environment Functions within an ethical 
framework 3.
x Utilises & supports the development of 
research within the emergency care 
environment Functions within an ethical 
framework 3.
1 Australian Nursing & Midwifery Council, 2006. 
2 Australian Commission on Safety & Quality in Health Care, 2011. 
3 CENA, 2013. 
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Figure 7.2 shows how the level of expected practice scaffolds 
from RN, through TSPP (Emergency Nursing), and on to postgraduate 
study in emergency nursing.  
Figure 7.2 Level of practice expected of RNs and emergency RNs  
_________________________________________________________ 
1 Australian Nursing & Midwifery Council, 2006. 
2 Australian Commission on Safety & Quality in Health Care, 2011. 
3 Benner, 1984. 
4 CENA, 2013. 
RegisteredNurses
Practiceinaccordancewith:
NationalCompetencyStandardsfortheRN1;and
NationalSafetyandQualityHealthServiceStandards2
TSPPparticipants
Practiceinaccordancewith:
NationalCompetencyStandardsfortheRN1;and
NationalSafetyandQualityHealthServiceStandards2;and
Ataproficient1levelinaccordancewiththePractice
StandardsfortheEmergencyNursingSpecialist4 when
caringforpatientswithmildormoderateillnessorinjury
Postgraduatequalifiedemergencynurses
Practiceinaccordancewith:
NationalCompetencyStandardsfortheRN1;and
NationalSafetyandQualityHealthServiceStandards2;and
Ataproficienttoexpert3levelinaccordancewiththe
PracticeStandardsfortheEmergencyNursingSpecialist4
whencaringforpatientswithcriticalillnessorinjury
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Assessments
Two types of assessment have been proposed in the TSPP 
(Emergency Nursing) Framework. The first of these assessments are 
clinical assessments which require each participant to demonstrate 
structured patient assessment and evidence-based management for a 
variety of patient presentations. Clinical assessments enable Nurse 
Educators to identify knowledge and deficits in TSPP participants, 
providing timely feedback and facilitating clinical progression. Clinical 
assessments also enable Nurse Educators to observe non-clinical skills, 
such as communication, leadership and ethical conduct. Repeated 
clinical assessments enable Nurse Educators to track performance over 
time. 
Written assessments facilitate RPL, which will enable TSPP 
(Emergency Nursing) participants to apply for formal articulation to 
postgraduate study in emergency nursing. As described previously in 
this chapter, RPL agreements take into account the comparability of 
learning assessment approaches (AQFC, 2013). It is therefore 
important that written assessments in the TSPP (Emergency Nursing) 
are equivalent both in complexity and length to those completed by 
students in nursing Graduate Certificate units (AQF Level 8). As such, 
written assessment should be 5,000 words in length, and must be of 
scholarly quality, evidence-based, appropriately referenced, and 
demonstrate deep learning and higher order thinking. 
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TSPP hours 
The volume of participant workload in the TSPP (Emergency 
Nursing) Framework is important for two reasons. Firstly, the volume of 
learning must be sufficient for graduates to achieve the learning 
outcomes (AQFC, 2013). Secondly, RPL agreements consider the 
volume of learning within programs applying for articulation to 
postgraduate study in nursing, and the TSPP (Emergency Nursing) 
Framework must clearly demonstrate equivalence with Graduate 
Certificate unit workload. 
There are 40 hours of lectures and workshops within the TSPP 
(Emergency Nursing) Framework. Formalised study days enable 
structured knowledge development which is guided by Nurse Educators 
to develop the theoretical underpinnings to support practice. The 
findings in this study revealed that TSPPs with 40 hours of study days 
delivered the same content, and had the same or better professional 
development outcomes as TSPPs with more than 40 hours of study 
days. Further, industrial agreements in many states entitle full-time RNs 
to up to five study days per annum (equivalent of 40 hours), so this is 
not expected to be a burden on the health system. There are also 40 
hours of self-directed work in the TSPP (Emergency Nursing) 
Framework. Self-directed work gives participants responsibility for their 
own learning, and promotes the development of life-long learning skills. 
Self-directed work completed prior to study days enables class time to 
focus on application of knowledge, rather than content delivery.  
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It is recommended that TSPP participants work a minimum of 0.6 
FTE for the six-month TSPP. This would enable the participant to 
complete at least 536 hours of clinical practice. Requiring participants to 
work a minimum of 0.6 FTE is in keeping with the structure used in 
many postgraduate emergency nursing courses, which require students 
to work a minimum of 0.6 FTE in the ED during the course of their study 
(Deakin University, 2014; Monash University, 2013; University of 
Technology Sydney, 2013). Mandated clinical experience facilitates 
knowledge development through clinical application, and enables 
experiential learning (Kolb, 1984). The combination of 40 hours of study 
days, 40 hours of self-directed work, mandated clinical practice, and 
clinical and written assessments, meets or exceeds the workload 
expected in a nursing Graduate Certificate level unit, thus enabling RPL. 
Clinical Preparation 
The clinical preparation time within TSPPs in this study provided 
opportunities for participants to contribute to patient care, without 
having complete responsibility for a patient load. Clinical preparation 
time also enabled participants to receive timely feedback. Ten days of 
clinical preparation time have been scheduled in the TSPP (Emergency 
Nursing) Framework as outlined below. 
Three orientation days have been scheduled to enable TSPP 
participants to become familiar with the physical layout, functions, 
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policies and protocols of the ED, and meet members of the ED 
healthcare team. The results of this study showed that all nurses who 
were new to an ED were offered two or three orientation days, 
regardless of their prior nursing experience. Thus the formal 
implementation of three orientation days in the TSPP (Emergency 
Nursing) will not add an additional fiscal burden to the health system. 
Two supernumerary shifts have been scheduled to enable TSPP 
participants to observe and participate in ED practice without being 
expected to independently manage a patient load. A minimum of five 
clinical support shifts have been scheduled to enable Nurse Educators 
to support and assess TSPP participants in the clinical setting, and 
ensure they have the skills and knowledge to progress into higher 
acuity patient care areas. Participants are expected to be able to 
independently provide care to patients with moderate illness or injury 
upon completion of the TSPP (Emergency Nursing). Participants 
require at least two clinical support shifts to orientate them to the clinical 
area in which patients with moderate illness or injury are managed, and 
three clinical support shifts to complete their assessments and be 
deemed independent to care for patients with moderate illness or injury. 
Learning needs and knowledge development is expected to vary 
between participants, and so clinical preparation time should be 
adjusted to individual participant needs. One of the roles of the Nurse 
Educator is to provide clinical support to novice emergency nurses as 
required, so this will not add additional fiscal costs to the health system. 
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The provision of three orientation days, two supernumerary shifts and 
five clinical support shifts provides a total of ten clinical preparation 
days. The results in this study showed that EDs with participants who 
received ten clinical preparation days had a higher percentage of 
nurses with a relevant postgraduate qualification, and a higher 
percentage of CNS staff on the nursing roster. 
Knowledge and Skill Development 
The use of combined learning modalities increases the ability of 
the TSPP (Emergency Nursing) to meet the needs of participants with 
varied learning styles. Combined teaching modalities have more effect 
in changing behaviour and clinical skill performance (Coomarasamy & 
Khan, 2004). This is important in the ED setting. 
Core Content 
The content within the TSPP (Emergency Nursing) Framework 
must be equivalent to content that would be delivered in a Graduate 
Certificate unit if formal articulation to postgraduate study is to be 
considered (AQFC, 2013). The core content identified in the TSPP 
(Emergency Nursing) Framework has been derived from the content 
identified as ‘necessary’ by participants in Phase Two of this study, as 
well as three key practice standards: the CENA Practice Standards for 
the Emergency Nursing Specialist (2013); the National Competency 
Standards for the Registered Nurse (Australian Nursing and Midwifery 
Council, 2006); and the National Safety and Quality Health Service 
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Standards (Australian Commission on Safety and Quality in Health 
Care, 2011). The content in the TSPP (Emergency Nursing) Framework 
will facilitate the development of knowledge and skills to prepare the 
novice emergency nurse to care for ED patients with moderate illness 
or injury.  
7.6  Study limitations  
This is the first national study of emergency nursing TSPPs and 
has resulted in Australia’s first TSPP (Emergency Nursing) Framework. 
There are limitations that should be considered when interpreting the 
study findings. First, a potential limitation was the difficulty in collecting 
accurate quantitative nursing recruitment and attrition data. The survey 
which was sent to Nurse Unit Managers was intended to collect 
quantitative data related to nursing recruitment and attrition. However, 
the data collected using the survey appeared to be flawed. Responses 
from several Nurse Unit Managers indicated that they employed more 
than 70 per cent of the total nursing FTE in the previous twelve months, 
but showed nursing attrition of less than 10 per cent of the nursing FTE. 
The researcher attempted to verify these data with the Nurse Unit 
Managers, but could not confirm accuracy, and so following 
consultation with a statistician, all data pertaining to nursing recruitment 
and attrition were removed from analysis.  
Second, the survey tool had been piloted for validity and 
reliability prior to its use in this study, so it is unclear why some of the 
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data collected were incongruous. Previous national and international 
studies have shown that Nurse Unit Managers were able to provide 
data on nursing turnover rates when collected via survey (O'Brien-
Pallas et al., 2006; M. A. Roche et al., in press), so this was an 
unanticipated difficulty. If indeed data were provided which were 
inaccurate, one explanation for this may be that there was no single 
system in place to record nursing FTE. In many workplaces, nursing 
FTE was recorded in three different locations: SAP software (Systems, 
Applications, and Products) which is typically managed by Human 
Resources; a payroll system – managed by payroll; and a nursing roster 
system. Nurse Unit Managers indicated that reports generated from 
these three systems each showed a different nursing FTE and nursing 
head count, making it difficult for Nurse Unit Managers to report exact 
figures. This was highlighted during one of the interviews, when a Nurse 
Unit Manager questioned the validity of her documented FTE, from a 
report she had only just generated.  
Finally, the researcher was unable to report quantitative data to 
show outcomes of TSPPs on nursing recruitment and retention. 
However, it was clear that Nurse Unit Managers and Nurse Educators 
believed that both nursing recruitment and retention issues had been 
resolved by TSPPs. This finding is supported by quantitative data 
reported in the literature, which found that emergency nursing 
recruitment (Considine & Hood, 2004; Morphet et al., 2008; Patterson et 
al., 2010; Winslow et al., 2009), and retention (Considine & Hood, 2004; 
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Gurney, 2002; Loiseau et al., 2003; Morphet et al., 2008) improved as a 
result of emergency nursing TSPPs.  
7.7  Conclusion 
The findings in this study showed that the design, structure and 
characteristics within TSPPs facilitated recruitment, retention, and 
professional development of participants. The structure within TSPPs 
provided a framework so that participants and senior emergency nurses 
understood what was expected of participants, and when goals should 
be met. The TSPP structure also facilitated regular feedback points with 
Nurse Educators and Nurse Unit Managers. The clinical preparation 
time within the TSPPs in this study provided opportunities for 
participants to participate in patient care, without having complete 
responsibility for a patient load. Clinical facilitators are best placed to 
support clinical preparation time, as they do not have their own patient 
load, and the role is more likely to be filled by a single individual, adding 
consistency which is often missing in preceptorship models. 
The TSPP (Emergency Nursing) Framework has been 
developed based on the findings of this study and key national 
documents. The TSPP (Emergency Nursing) Framework outlines a six 
month emergency nursing TSPP, which encompasses varied teaching 
modalities, including simulation, tutorials, and self-directed work, to 
meet the varied learning needs of participants. The TSPP (Emergency 
Nursing) Framework promotes the employment of TSPP participants in 
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a group cohort where ED size and FTE vacancy allows. The results of 
this study showed that the employment of TSPP participants in a group 
cohort provided participants with peer support, and enabled interactive 
discussions during didactic teaching sessions.  
The delivery of a six-month TSPP would enable EDs to offer 
more frequent TSPP intakes, without a substantial increase in Nurse 
Educator workload. The use of a six-month model is dependent upon 
the ED employing TSPP participants with at least twelve months of 
post-registration nursing experience. TSPPs cannot replace a GNP, as 
a busy ED with an undiagnosed and unstable population is not a 
suitable environment for newly graduated RNs to consolidate their basic 
nursing skills. Equally, TSPPs do not replace postgraduate study. Most 
do not include content on the advanced pathophysiology or evidence-
based management for care of the critically ill patient, and nor do most 
TSPPs encompass education regarding triage processes. Without 
these theoretical underpinnings, TSPP participants are not prepared, 
either in knowledge or skill, to provide the complex care required by 
patients with critical illness or injury. Upon completion of the TSPP, 
participants should be able to coordinate and provide care to patients 
with moderate illness or injury. 

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Chapter8–RECOMMENDATIONSANDCONCLUSION
8.1  Introduction 
There are benefits of TSPPs to the emergency nursing workforce, 
including increased nursing recruitment and retention, and improved 
professional development. Emergency Nurse Unit Managers and Nurse 
Educators are clear that TSPPs have improved the quality and 
consistency of orientation to emergency nursing, yet variation in 
emergency nursing TSPPs in Australia has been described in detail in 
this thesis. Emergency nursing TSPPs are recognised as preparatory 
for emergency nursing, yet inconsistencies between TSPPs mean that 
TSPP graduates are not prepared to the same level. The National 
Review identified the need for consistency and quality in the 
development and delivery of TSPPs, and recommended a national 
framework be developed to provide guidelines and standards for the 
development of TSPPs (Heath, 2002). The TSPP (Emergency Nursing) 
framework has been developed, based on the findings of this study, and 
informed by key national documents, to support the future development 
of ED TSPPs. 
In this chapter, recommendations for future research examining 
emergency nursing TSPPs will be presented, and final conclusions from 
findings presented. 
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8.2  Recommendations for future research 
The findings from this study have shown that TSPPs serve 
important functions in the ED, including promoting professional 
development of emergency nurses, and improving nursing recruitment 
and retention.  TSPPs are expensive and so further evaluation of 
outcomes is necessary to inform the future direction of emergency 
nursing TSPPs. Suggestions for future research examining outcomes of 
emergency nursing TSPPs are outlined below. 
8.2.1 Implications for practice based research 
Qualitative findings from this study suggested that emergency 
nursing TSPPs increased nursing recruitment and retention. A 
prospective longitudinal examination comparing nursing recruitment and 
retention outcomes between EDs with TSPPs with EDs without TSPPs 
is needed to enable quantitative conclusions to be made regarding the 
effect of emergency nursing TSPPs on nursing recruitment and 
retention. 
Future research should also examine the clinical feasibility of the 
TSPP (Emergency Nursing) Framework. The utility of the TSPP 
(Emergency Nursing) Framework should be explored, and the clinical 
outcomes of TSPPs that are run against the TSPP (Emergency Nursing) 
Framework should be examined. Clinical outcomes may include nurse 
sensitive indicators such as patient falls, pressure injuries, and 
medication errors. Nurse Unit Managers in this study reported that 
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novice emergency nurses were initially unable to manage the busy ED 
workload, and may therefore reduce the quality of nursing care. Yet in 
this study, TSPP participants were expected to provide care to patients 
with critical illness or injury. There is evidence that inexperienced or ill-
prepared nurses place patients at risk of harm, and reduce the quality of 
patient care (Kendall-Gallagher et al., 2011). The TSPP (Emergency 
Nursing) Framework must be examined for clinical utility. Patient care 
and patient safety outcomes arising from TSPPs run according to the 
TSPP (Emergency Nursing) Framework also warrant investigation. 
8.2.2 Implications for education 
The results of this study show that emergency nursing TSPPs 
had a positive effect on the recruitment, retention and professional 
development of novice emergency nurses. The key design features and 
characteristics of TSPPs have been identified in this study, and 
informed the development of the TSPP (Emergency Nursing) 
Framework. In light of predicted continued global nursing shortages 
(Health Workforce Australia, 2012), and increasing patient demand on 
EDs (AIHW, 2013), hospital executives should consider the introduction 
or revision of emergency nursing TSPPs, in line with the TSPP 
(Emergency Nursing) Framework.  
Future research should examine participants’ perspectives of 
TSPPs, including which characteristics of the TSPP were most 
important to participants. TSPP participants were not interviewed in this 
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study, and their perceptions of the TSPP were not examined. Several 
previous studies have examined emergency nursing TSPP participant 
perceptions (Glynn & Silva, 2013; Kidd & Sturt, 1995; Loiseau et al., 
2003; Morphet et al., 2008; Patterson et al., 2010; Winslow et al., 2009; 
Wolf, 2005); however, none of these studies have focused on which 
characteristics were most important or beneficial to participants, and all 
have examined TSPPs with their own inherent variability.   
8.2.3 Implications for policy 
Future research may examine the costs of TSPPs, and compare 
these costs against fiscal benefits. TSPPs in this study, and the 
published literature (Betts, 2003; Considine & Hood, 2004; Gurney, 
2002; Kingsnorth-Hinrichs, 2009; Morphet et al., 2008; Patterson et al., 
2010; Winslow et al., 2009) have been reported to increase nursing 
retention, which in turn saves money in recruitment of new staff. 
Retention and professional development of nurses also improves 
patient outcomes, which may reduce costs associated with nurse 
sensitive adverse events (for example falls, medication errors, pressure 
injuries) (Friedman et al., 2011; Kooker & Kamikawa, 2011). An 
examination of the costs of TSPPs was outside the scope of this study. 
A detailed economic analysis is urgently needed to determine the real 
cost of TSPPs and where TSPPs provide a financial advantage to EDs 
or organisations.  
338 
8.3  Conclusion 
The purpose of this study was to examine the characteristics and 
functions of emergency nursing TSPPs within Australian public EDs, 
and to develop a framework for the future development of emergency 
nursing TSPPs. Using Donabedian’s Structure-Process-Outcome 
framework (1988), ED structure and TSPP emergency nursing 
processes were examined, and gave context to the outcomes or 
functions of emergency nursing TSPPs. Examination of ED structure 
enabled clear links to be made between ED size and TSPP prevalence, 
with emergency nursing TSPPs offered in most principal referral and 
large metropolitan EDs, and not offered at all in small rural and remote 
EDs. Examination of TSPP processes and outcomes enabled the 
development of the TSPP (Emergency Nursing) Framework, presented 
in Chapter Seven. TSPPs were offered in 72.1 per cent of the 
Australian EDs studied. TSPPs appeared to improve nursing 
recruitment and retention, and facilitated the professional development 
of novice emergency nurses in the EDs studied. 
Emergency nursing TSPPs shared several characteristics. Most 
TSPPs had one or two intakes of three to eight participants per year. 
Being part of a group facilitated professional development for 
participants, and made it easier for the senior nursing leadership team 
to understand participants’ clinical performance. Participants were 
provided with clinical preparation time which was supervised by a 
preceptor or clinical facilitator. Clinical preparation time enabled 
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participants to develop the knowledge and skills required to deliver safe 
patient care in the ED, and facilitated the delivery of timely feedback to 
participants. Study days and self-directed workbooks were utilised to 
deliver content, and similar content was delivered across TSPPs. Most 
TSPPs utilised clinical assessments to assess clinical performance, 
which gave Nurse Educators confidence that participants had the 
knowledge and skills to provide safe care.  
The structure within emergency nursing TSPPs was possibly the 
most important characteristic. The structure enabled participants and 
the senior nursing team to understand the learning outcomes and 
objectives of the TSPP, and expected time frames to achieve these 
objectives. The structure of TSPPs also facilitated the scheduling of 
regular feedback points for participants.  
There were some important variations in the characteristics of 
the emergency nursing TSPPs studied. There were inconsistencies in 
the level of experience required of participants entering TSPPs, with 
some EDs employing newly graduated RNs into the TSPP. Newly 
graduated RNs have different learning needs than RNs with twelve 
months’ or more post-registration nursing experience, but no allowance 
had been made in TSPP design or end-points to reflect these needs. 
TSPP duration also varied between EDs. Some TSPPs were six 
months’ duration, while most were twelve months’ duration. There were 
no differences in the content delivered, or the expected learning 
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outcomes between TSPPs of six and twelve months’ duration. In this 
study, TSPPs of six months duration had better professional 
development outcomes. More than one-third of the TSPPs in this study 
formally articulated to postgraduate study, with TSPP graduates 
receiving credit into postgraduate emergency nursing studies. The 
TSPPs which articulated to postgraduate study were more likely to 
utilise written assessments, but there were otherwise no differences 
between the TSPPs which did articulate to postgraduate study, and the 
TSPPs which did not articulate to postgraduate study. 
An unexpected result of this study was inconsistencies between 
the aims of TSPPs, and the TSPP end-point identified by Nurse Unit 
Managers and Nurse Educators. Most TSPPs aimed to prepare novices 
for practice, but the interviewees reported that participants should be 
caring for patients with critical illness or injury (in the resuscitation area) 
by completion. TSPP participants did not receive theoretical content on 
complex patient conditions, and so were inadequately prepared to 
deliver care to patients with critical illness or injury. Nurse Unit 
Managers identified that novice emergency nurses’ increased risk in the 
ED, and that the TSPP did not replace postgraduate study, but they did 
not acknowledge that TSPP participants were ill-prepared to care for 
patients with critical illness or injury. 
In this study Nurse Unit Managers were clearly the gate-keepers 
of education in the ED. While most state-based industrial relations 
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agreements entitled nurses to paid professional development, Nurse 
Unit Managers reported that money was not available in their budget to 
support professional development leave for nurses. Instead, Nurse Unit 
Managers manipulated the budget, and took a clinical load themselves, 
to enable TSPP participants to attend study days or receive 
supernumerary time.   
The TSPP (Emergency Nursing) Framework has been 
developed based on the findings of this study and key national 
documents. The TSPP (Emergency Nursing) Framework outlines a six 
month emergency nursing TSPP, which encompasses varied teaching 
modalities, including simulation, tutorials, and self-directed work, to 
meet the varied learning needs of participants. The TSPP (Emergency 
Nursing) Framework includes three orientation days, two 
supernumerary shifts, and a minimum of five clinical support shifts. 
Participants are expected to be able to provide safe, evidence-based 
care to patients with moderate illness or injury by completion of the 
TSPP (Emergency Nursing). The TSPP (Emergency Nursing) 
Framework was designed to articulate formally to postgraduate 
emergency nursing studies, and was therefore developed to meet Level 
8 of the AQF (AQFC, 2013). It was underpinned by three key national 
practice standards: the CENA Practice Standards for the Emergency 
Nursing Specialist (2013); the National Competency Standards for the 
Registered Nurse (Australian Nursing and Midwifery Council, 2006); 
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and the National Safety and Quality Health Service Standards 
(Australian Commission on Safety and Quality in Health Care, 2011). 
Use of the TSPP (Emergency Nursing) Framework will provide a 
standardised approach to the preparation of novice emergency nurses 
in Australia. A standardised, consistent and evidence-based approach 
to education is vital to the evolution of emergency nursing. Emergency 
nursing TSPPs address a major gap between graduate nurse programs 
and postgraduate study, but have not been subject to the same levels 
of scrutiny or governance, resulting in variability in TSPP processes and 
graduate outcomes. Variability impedes workforce mobility, articulation 
to postgraduate study, and raises patient safety issues. The TSPP 
(Emergency Nursing) Framework mitigates these risks.  
343 
REFERENCES
Adams, L. (2011). Learning a new skill is easier said than done.   
Retrieved from: http://www.gordontraining.com/free-workplace-
articles/learning-a-new-skill-is-easier-said-than-done/
Aiken, L. H., Clarke, S. P., Cheung, R. B., Sloane, D. M., & Silber, J. H. 
(2003). Educational levels of hospital nurses and surgical patient 
mortality. The Journal of the American Medical Association, 
290(12), 1617-1623. doi: 10.1001/jama.290.12.1617 
Aiken, L. H., Clarke, S. P., & Sloane, D. M. (2002). Hospital staffing, 
organization, and quality of care: Cross-national findings. 
Nursing Outlook, 50(5), 187-194. doi: 10.1067/mno.2002.126696 
Aiken, L. H., Clarke, S. P., Sloane, D. M., Sochalski, J., & Silber, J. H. 
(2002). Hospital Nurse Staffing and Patient Mortality, Nurse 
Burnout, and Job Dissatisfaction. The Journal of the American 
Medical Association, 288(16), 1987-1993. doi: 
10.1001/jama.288.16.1987 
Aitchison, S. (2007). New graduates as a recruitment strategy: A team 
preceptorship model to support nine graduates. Australasian 
Emergency Nursing Journal, 10(4), 192-193. doi: 
10.1016/j.aenj.2007.09.012 
Alban, A., Coburn, M., & May, C. (1999). Addressing the emergency 
nursing staffing shortage: implementing an internship using a 
nursing school instructor model. Journal of Emergency Nursing, 
25(6), 509-513. doi: 10.1016/S0099-1767(99)70016-4 
344 
Allan, H. T., & Smith, P. A. (2009). How student nurses' supernumerary 
status affects the way they think about nursing. Nursing times, 
105(43), 10-13. Retrieved from: http://www.nursingtimes.net/
Almada, P., Carafoli, K., Flattery, J., French, D., & McNamara, M. 
(2004). Improving the retention rate of newly graduated nurses. 
Journal for Nurses in Staff Development, 20(6), 268-273. 
Retrieved from: https://www.researchgate.net/journal/1098-
7886_Journal_for_Nurses_in_Staff_Development-JNSD
American Association of Critical Care Nurses. (2010). Essentials of 
Critical Care Orientation. Retrieved from AACCN website: 
http://www.aacn.org/wd/elearning/content/ecco/eccohome.pcms?
menu=elearning&lastmenu=divheader_courses
Anastasi, J. S. (2007). Full-semester and abbreviated summer courses: 
An evaluation of student performance. Teaching of Psychology, 
34(1), 19-22. doi: 10.1207/s15328023top3401_4 
Anderson, L., Elder, L., Hutchinson, C., Thorncraft, J., & Tighe, C. 
(2010). Preceptorship in the Emergency Department: The 
Implementation Process. Australasian Emergency Nursing 
Journal, 13(4), 140. doi: 10.1016/j.aenj.2010.08.271 
Aragon, C. E., & Zibrowski, E. M. (2008). Does exposure to a 
procedural video enhance preclinical dental student performance 
in fixed prosthodontics? Journal of Dental Education, 72(1), 67-
71. Retrieved from http://www.jdentaled.org/
345 
Australasian College for Emergency Medicine. (2009). ACEM policy on 
standard terminology.  Melbourne: ACEM Retrieved from ACEM 
website: 
http://www.acem.org.au/media/policies_and_guidelines/P02_-
_Standard_Terminology_16.04.09.pdf.
Australian Bureau of Statistics. (1983). Labour Statistics Australia, 1983.
Canberra, ACT. Retrieved from ABS website: 
http://www.ausstats.abs.gov.au/ausstats/free.nsf/0/F255188D21
1FE49FCA2574900015886B/$File/61010_1983_CHAPTER1_P
OPULATION.pdf.
Australian Bureau of Statistics. (2008). Population, Australia States and 
territories. Canberra, ACT. Retrieved from ABS website: 
http://www.abs.gov.au/ausstats/abs@.nsf/productsbytopic/8CA5
022B2135F162CA256CD0007BEE22?OpenDocument
Australian Capital Territory Public Service Nursing & Midwifery 
Agreement 2013-2017. (2013). ACT Public Service Nursing and 
Midwifery Enterprise Agreement 2013-2017. ACT: Retrieved 
from http://health.act.gov.au/employment/enterprise-
agreements/nursing-and-midwifery-enterprise-agreement
346 
Australian Commission on Safety and Quality in Health Care. (2011). 
National Safety and Quality Health Service Standards.  Sydney: 
ACSQHC Retrieved from Australian Commission on Safety and 
Quality in Health Care website: 
http://www.safetyandquality.gov.au/internet/safety/publishing.nsf/
Content/CA1C4B7F4C5B5547CA257793000528D5/$File/NSQH
S-Standards-Sept2011.pdf.
Australian Health Workforce Advisory Committee. (2004). Nursing 
workforce planning in Australia - A guide to the process and 
methods used by the Australian health workforce committee.
Sydney: AHWAC. Retrieved from 
https://www.hwa.gov.au/sites/uploads/Nursing%20workforce%20
planning%20in%20Australia.pdf
Australian Institute of Health and Welfare. (2003). Nursing Labour Force 
2002.  Canberra, ACT. Retrieved from AIHW wesbite: 
http://www.aihw.gov.au/publication-
detail/?id=6442467553&tab=2
Australian Institute of Health and Welfare. (2009). Nursing and 
Midwifery Labour Force 2007.  Canberra, ACT. Retrieved from 
AIHW wesbite: http://www.aihw.gov.au/publication-
detail/?id=6442468292
347 
Australian Institute of Health and Welfare. (2010a). Australian Hospital 
Statistics 2008-09.  Canberra, ACT. Retrieved from AIHW 
wesbite: http://www.aihw.gov.au/publication-
detail/?id=6442468373
Australian Institute of Health and Welfare. (2010b). Nursing and 
midwifery labour force 2008.  Canberra, ACT. Retrieved from 
AIHW wesbite: http://www.aihw.gov.au/publication-
detail/?id=6442468396&libID=6442468394&tab=2.
Australian Institute of Health and Welfare. (2011). My Hospitals.   
Retrieved 20/11/2011, from http://www.myhospitals.gov.au/
Australian Institute of Health and Welfare. (2012). Australian Hospital 
Statistics 2010-2011.  Canberra, ACT. AIHW Retrieved from 
AIHW website: 
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=1073
7421722.
Australian Institute of Health and Welfare. (2013). Australian Hospital 
Statistics, 2011-12. Canberra, ACT. Retrieved from AIHW 
website: 
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442
456530
348 
Australian Nursing and Midwifery Council. (2006). National competency 
standards for the Registered Nurse.  Melbourne: Nursing & 
Midwifery Board of Australia Retrieved from Australian Nursing 
and Midwifery Council website: 
www.nursingmidwiferyboard.gov.au/ 
Australian Nursing and Midwifery Council. (2009). Continuing 
Competence Framework.  Melbourne: Retrieved from Australian 
Nursing and Midwifery Council website: 
http://equals.net.au/pdf/73727_Continuing_Competence_Frame
work.pdf.
Australian Qualifications Framework Council. (2013). Australian 
Qualifications Framework.  South Australia: AQFC Retrieved 
from http://www.aqf.edu.au/wp-content/uploads/2013/05/AQF-
2nd-Edition-January-2013.pdf.
Bailey, H. (2002). Provision of orientation programmes for nurses in 
pediatric intensive care. Nursing in Critical Care, 7(4), 185-192. 
Retrieved from 
http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1478-5153
Bastable, S. (2008). Nurse as Educator: Principles of Learning and 
Teaching for Nursing Practice (3rd ed.). London: Jones and 
Bartlett. 
349 
Bazeley, P. (2004). Issues in Mixing Qualitative and Quantitative 
Approaches to Research. In R. Buber, J. Gadner & L. Richards 
(Eds.), Applying qualitative methods to marketing management 
research (pp. 141-156). UK: Palgrave Macmillan. 
Bazeley, P. (2009a). Analysing mixed methods data. In S. Andrew & E. 
Halcomb (Eds.), Mixed Methods Research for Nursing and the 
Health Sciences. Malaysia: Blackwell Publishing. 
Bazeley, P. (2009b). Integrating data analyses in mixed methods 
research. Journal of Mixed Methods Research, 3(3), 203-207. 
doi: 10.1177/1558689809334443 
Bazeley, P. (2012). Integrative Analysis Strategies for Mixed Data 
Sources. American Behavioral Scientist, 56(6), 814-828. doi: 
10.1177/0002764211426330 
Benner, P. (1984). From Novice to Expert: Excellence and power in 
clinical nursing practice. Sydney: Addison-Wesley. 
Betts, L. (2003). An emergency department recruitment strategy: a pilot 
mentorship program in Ontario's Trillium Health Centre realized 
even more positive outcomes than hoped. The Canadian Nurse, 
99(9), 28-31. Retrieved from http://www.canadian-nurse.com/
Bienstock, J. L., Katz, N. T., Cox, S. M., Hueppchen, N., Erickson, S., & 
Puscheck, E. E. (2007). To the point: medical education reviews-
providing feedback. American Journal of Obstetrics and 
Gynecology, 196(6), 508-513. doi: 10.1016/j.ajog.2006.08.021 
350 
Biggs, J. (1996). Enhancing teaching through constructive alignment. 
Higher Education, 32(3), 347-364. Retrieved from 
http://www.springer.com/education+%26+language/higher+educ
ation/journal/10734
Blank, F. S. J., Santoro, J., Maynard, A. M., Provost, D., & Keyes, M. 
(2007). Improving patient safety in the ED waiting room. Journal 
of Emergency Nursing, 33(4), 331-335. doi: 
10.1016/j.jen.2006.10.016 
Bluestone, J., Johnson, P., Fullerton, J., Carr, C., Alderman, J., & 
BonTempo, J. (2013). Effective in-service training design and 
delivery: Evidence from an integrative literature review. Human 
Resources for Health, 11(1). doi: 10.1186/1478-4491-11-51 
Bowman, K., & Gerdtz, M. (2006). A nurse-initiated ED X-ray program. 
Australian Nursing Journal, 14(6), 29. Retrieved from 
http://anmf.org.au/pages/anmj
Boyle, M., Butcher, R., Conway, R., Conyers, V., Kendrick, T., 
MacNamara, M., . . . Pennell, D. (2006). Transition to Intensive 
Care Nursing: Report on the survey of existing education / 
transition programs and resources.  Sydney: The ICU Transition 
Program Working Party. 
Boyle, M., Butcher, R., Conyers, V., Kendrick, T., MacNamara, M., & 
Lang, S. (2008). Transition to intensive care nursing: 
Establishing a starting point. Australian Critical Care, 21, 190-
199. doi: 10.1016/j.aucc.2008.06.001 
351 
Boyle, M., Butcher, R., Conyers, V., Kendrick, T., MacNamara, M., & 
Lang, S. (2009). Survey of nursing education resources in New 
South Wales intensive care units. Australian Critical Care, 22(1), 
47-47. doi: 10.1016/j.aucc.2008.12.007 
Boyle, M., Butcher, R., & Kenney, C. (1998). Study to validate the 
outcome goal, competencies and educational objectives for use 
in intensive care orientation programs. Australian Critical Care, 
11(1), 20-24. doi: 10.1016/S1036-7314(98)70427-8 
Boynton, J. R., Green, T. G., Johnson, L. A., Nainar, S. M., & Straffon, L. 
H. (2007). The virtual child: evaluation of an internet-based 
pediatric behavior management simulation. Journal of Dental 
Education, 71(9), 1187-1193. Retrieved from 
http://www.jdentaled.org/
Brace, N., Kemp, R., & Snelgar, R. (2003). SPSS for Psychologists
(2nd ed.). New York, USA: Palgrave Macmillan. 
Brown, C., Hofer, T., Johal, A., Thomson, R., Nicholl, J., Franklin, B. D., 
& Lilford, R. J. (2008). An epistemology of patient safety 
research: A framework for study design and interpretation. Part 4. 
One size does not fit all. Quality and Safety in Health Care, 17(3), 
178-181. doi: 10.1136/qshc.2007.023655 
Browning, L., Ryan, C. S., Thomas, S., Greenberg, M., & Rolniak, S. 
(2007). Nursing specialty and burnout. Psychology, Health and 
Medicine, 12(2), 248-254. doi: 10.1080/13548500600568290 
352 
Buchan, J. (2007). Growing your own staff: key to workplace change. 
Kai Tiaki: Nursing New Zealand, 13(6), 7. Retrieved from 
http://www.kaitiakiads.co.nz/research-journal/
Buchan, J., & Calman, L. (2004). The global shortage of Registered 
Nurses: An overview of issues and actions.  Geneva: 
International Council of Nurses Retrieved from 
http://www.icn.ch/images/stories/documents/publications/GNRI/G
lobal_Shortage_of_Registered_Nurses_Full_report.pdf.
Buykx, P., Humphreys, J., Wakerman, J., & Pashen, D. (2010). 
Systematic review of effective retention incentives for health 
workers in rural and remote areas: Towards evidence-based 
policy. Australian Journal of Rural Health, 18(3), 102-109. doi: 
10.1111/j.1440-1584.2010.01139.x 
Camerino, D., Estryn-Behar, M., Conway, P. M., van Der Heijden, B. I. J. 
M., & Hasselhorn, H. M. (2008). Work-related factors and 
violence among nursing staff in the European NEXT study: A 
longitudinal cohort study. International Journal of Nursing Studies, 
45(1), 35-50. doi: 10.1016/j.ijnurstu.2007.01.013 
Cant, R. P., & Cooper, S. J. (2011). The benefits of debriefing as 
formative feedback in nurse education. Australian Journal of 
Advanced Nursing, 29(1), 37-47. Retrieved from 
http://www.ajan.com.au/
Carpenter, D. (2000). Going, going, gone? Hospitals and Health 
Networks, 74(6), 32-42. Retrieved from http://www.hhnmag.com/
353 
Casey, K., Fink, R., Krugman, M., & Propst, J. (2004). The graduate 
nurse experience. Journal of Nursing Administration, 34(6), 303-
311. doi: 10.1097/00005110-200406000-00010 
Chang, E. M., Hancock, K. M., Johnson, A., Daly, J., & Jackson, D. 
(2005). Role stress in nurses: review of related factors and 
strategies for moving forward. Nursing Health Sciences, 7(1), 57-
65. doi: 10.1111/j.1442-2018.2005.00221.x 
Chesnutt, B. M., & Everhart, B. (2007). Meeting the needs of graduate 
nurses in critical care orientation: Stage orientation program in 
surgical intensive care. Critical Care Nurse, 27(3), 36-51. 
Retrieved from http://ccn.aacnjournals.org/
Cleary, M., Matheson, S., & Happell, B. (2009). Evaluation of a 
transition to practice programme for mental health nursing. 
Journal of Advanced Nursing, 65(4), 844-850. doi: 
10.1111/j.1365-2648.2008.04943.x 
College of Emergency Nursing Australasia. (2008). Position Statement: 
Definition of an emergency service.  Melbourne. Retrieved from 
CENA website: 
http://cena.org.au/CENA/Documents/CENAPositionStatementDe
fineEmergencyServiceFINAL20O8.pdf
354 
College of Emergency Nursing Australasia. (2013). Practice standards 
for the emergency nursing specialist.  Melbourne: Retrieved from 
CENA website: 
http://www.cena.org.au/CENA_Mer/Research_Publication/Stand
ards/CENA_Mer/Resources/Standards.aspx?hkey=c1230080-
d7d4-44e2-8d17-bdc723b807bd
Considine, J., & Hood, K. (2004). Career Development Year in 
emergency nursing: using specific educational preparation and 
clinical support to facilitate the transition to specialist practice. 
Nurse Education in Practice, 4(3), 168-176. doi: 10.1016/S1471-
5953(03)00076-3 
Considine, J., Mitchell, B., & Stergiou, H. E. (2011). Frequency and 
nature of reported incidents during emergency department care. 
Emergency Medicine Journal, 28(5), 416-421. doi: 
10.1136/emj.2010.093054 
Conway, J., & Elwin, C. (2007). Mistaken, misshapen and mythical 
images of nurse education: Creating a shared identity for clinical 
nurse educator practice. Nurse Education in Practice, 7(3), 187-
194. doi: 10.1016/j.nepr.2006.08.005 
Coomarasamy, A., & Khan, K. S. (2004). What is the evidence that 
postgraduate teaching in evidence based medicine changes 
anything? A systematic review. British Medical Journal, 
329(7473), 1017-1019. doi: 10.1136/bmj.329.7473.1017 
355 
Craven, C. (2002). GNOSIS program pays off. Nursing Management, 
33(8), 15-16. Retrieved from 
http://journals.lww.com/nursingmanagement/Pages/default.aspx
Crawford, K., Morphet, J., Jones, T., Innes, K., Griffiths, D., & Williams, 
A. (in press). Initiatives to reduce overcrowding and access block 
in Australian emergency departments: A literature review. 
Collegian. doi: 10.1016/j.colegn.2013.09.005  
Creegan, R., Duffield, C., & Forrester, K. (2003). Casualisation of the 
nursing workforce in Australia: driving forces and implications. 
Australian Health Review, 26(1), 201-208. doi: Retrieved from 
http://www.publish.csiro.au/nid/270.htm
Creswell, J. (2009). Research Design; Qualitative, Quantitative and 
Mixed Methods Approaches. Singapore: Sage Publications. 
Creswell, J., Fetters, M. D., & Ivankova, N. V. (2004). Designing a 
mixed methods study in primary care. Annals of Family Medicine, 
2(1), 7-12. doi: 10.1370/afm.104 
Creswell, J., & Plano Clark, V. (2011). Designing and Conducting Mixed 
Methods Research (2nd ed.). Singapore: Sage Publications. 
Criddle, L. M. (2002). A consortium to educate new ed nurses: Portland, 
Oregon's experience. Journal of Emergency Nursing, 28(2), 164-
168. doi: 10.1067/men.2002.122761 
Cronbach, L. J. (1975). Beyond the two disciplines of scientific 
psychology. American Psychologist, 30(2), 116-127. Retrieved 
from http://www.apa.org/pubs/journals/amp/
356 
Cross, W., Moore, A., & Ockerby, S. (2010). Clinical supervision of 
general nurses in a busy medical ward of a teaching hospital. 
Contemporary Nurse, 35(2), 245-253. doi: 
10.5172/conu.2010.35.2.245 
Daniel, E. L. (2000). A review of time-shortened courses across 
disciplines. College Student Journal, 34(2), 298. Retrieved from 
http://www.questia.com/library/p1917/college-student-
journal?gclid=CJi677bfnsACFZcRvQodyI4Aug
Davies, W. M. (2006). Intensive teaching formats: A review. Issues in 
Educational Research, 16(1), 5-22. Retrieved from 
http://www.iier.org.au/iier.html
Davis, D., O'Brien, M. A. T., Freemantle, N., Wolf, F. M., Mazmanian, P., 
& Taylor-Vaisey, A. (1999). Impact of formal continuing medical 
education: Do conferences, workshops, rounds, and other 
traditional continuing education activities change physician 
behavior or health care outcomes? Journal of the American 
Medical Association, 282(9), 867-874. doi: 
10.1001/jama.282.9.867 
Dawson, A. J., Stasa, H., Roche, M. A., Homer, C. S. E., & Duffield, C. 
(2014). Nursing churn and turnover in Australian hospitals: 
Nurses perceptions and suggestions for supportive strategies. 
BMC Nursing, 13(1). doi: 10.1186/1472-6955-13-11 
357 
Deakin University. (2010). 5.0 Indeminty and insurance. Human 
Research Ethics Guidelines. Retrieved from Deakin University 
website: 
https://www.deakin.edu.au/research/integrity/human/HREM/HRE
M-5.php#top
Deakin University. (2014). Graduate Certificate of Nursing Practice.   
Retrieved from Deakin University website: 
http://www.deakin.edu.au/current-
students/courses/course.php?course=H566
Department of Health [United Kingdom]. (2001). Reforming emergency 
care.  London: HMSO. 
Department of Health and Ageing. (2012). National Emergency Access 
Target. Retrieved 23/05/12, from 
http://www.health.gov.au/internet/yourhealth/publishing.nsf/Conte
nt/npa-improvingpublichospitals-agreement-toc~schedule-c
deVaus, D. (2002). Surveys in social research (5th ed.). Sydney, 
Australia: Allen & Unwin. 
Dillman, D. (2000). Mail and internet surveys: the tailored design 
method. Brisbane, Australia: John Wiley & Sons. 
Donabedian, A. (1966). Evaluating the quality of medical care. The 
Milbank Memorial Fund Quarterly, 44(3), 166-203. Retrieved 
from http://www.milbank.org/publications/the-milbank-quarterly
358 
Donabedian, A. (1969). Quality of care: problems of measurement: 
Some issues in evaluating the quality of nursing care. American 
Journal of Public Health and the Nation's Health, 59(10), 1833-
1836. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/journals/259/
Donabedian, A. (1976). Some basic issues in evaluating the quality of 
health care. American Nurses Association Publications(G-124), 
3-28. Retrieved from http://www.nursingworld.org/
Donabedian, A. (1988). The quality of care: How can it be assessed? 
Journal of the American Medical Association, 260(12), 1743-
1748. Retrieved from http://jama.jamanetwork.com/journal.aspx
Duchscher, J. E. B. (2009). Transition shock: The initial stage of role 
adaptation for newly graduated Registered Nurses. Journal of 
Advanced Nursing, 65(5), 1103-1113. doi: 10.1111/j.1365-
2648.2008.04898.x 
Duffield, C., Baldwin, R., Roche, M. A., & Wise, S. (2013). Job 
enrichment: Creating meaningful career development 
opportunities for nurses. Journal of Nursing Management. doi: 
10.1111/jonm.12049 
Duffield, C., Conlon, L., Kelly, M., Catling-Paull, C., & Stasa, H. (2010). 
The emergency department nursing workforce: local solutions for 
local issues. International Emergency Nursing, 18, 181-187. doi: 
10.1016/j.ienj.2009.10.003 
359 
Duffield, C., & O'Brien-Pallas, L. (2003). The causes and consequences 
of nursing shortages: a helicopter view of the research. 
Australian Health Review, 26(1), 186-193. Retrieved from 
http://www.publish.csiro.au/nid/270.htm
Eigsti, J. E. (2009). Graduate nurses' perceptions of a critical care nurse 
internship program. Journal for Nurses in Staff Development, 
25(4), 191-198. doi: 10.1097/NND.0b013e3181ae1450 
Elcock, K. S., Curtis, P., & Sharples, K. (2007). Supernumerary status - 
An unrealised ideal. Nurse Education in Practice, 7(1), 4-10. doi: 
10.1016/j.nepr.2006.04.003 
Emde, K., & Everson, F. (2003). A state-wide ED nursing course for 
new graduates or nurses without ED experience: using a 
traditional approach/interactive videoconference technology. 
Journal of Emergency Nursing, 29(5), 474-479. doi: 
10.1016/S0099-1767(03)00348-9 
Emergency Nurses Association. (2010). Patient safety in the 
emergency department. Position Statement.  Retrieved from 
Emergency Nurses Association website: 
http://www.ena.org/SiteCollectionDocuments/Position%20Statem
ents/PatientSafety.pdf
360 
Estabrooks, C. A., Midodzi, W. K., Cummings, G. G., Ricker, K. L., & 
Giovannetti, P. (2005). The impact of hospital nursing 
characteristics on 30-day mortality. Nursing Research, 54(2), 74-
84. Retrieved from 
http://journals.lww.com/nursingresearchonline/Pages/default.asp
x
Farnell, S., & Dawson, D. (2006). 'It's not like the wards'. Experiences of 
nurses new to critical care: A qualitative study. International 
Journal of Nursing Studies, 43(3), 319-331. doi: 
10.1016/j.ijnurstu.2005.04.007 
Farrell, G., & Bobrowski, C. (2003). Scoping workplace agression in 
nursing (SWAN).  Hobart: School of Nursing, University of 
Tasmania. 
Fee, C., Weber, E. J., Maak, C. A., & Bacchetti, P. (2007). Effect of 
emergency department crowding on time to antibiotics in patients 
admitted with community-acquired pneumonia. Annals of 
Emergency Medicine, 50(5), 501-509.e501. doi: 
10.1016/j.annemergmed.2007.08.003 
Ferguson, J. M., & DeFelice, A. E. (2010). Length of online course and 
student satisfaction, perceived learning, and academic 
performance. International Review of Research in Open and 
Distance Learning, 11(2), 73-84. Retrieved from 
http://www.irrodl.org/index.php/irrodl
361 
Fetters, M. D., Curry, L. A., & Creswell, J. (2013). Achieving integration 
in mixed methods designs: Principles and practices. Health 
Services Research, 48(6 part 2), 2134-2156. doi: 10.1111/1475-
6773.12117 
Fleming, N. (1995). I'm different; not dumb. Modes of presentation 
(V.A.R.K.) in the tertiary classroom. Paper presented at the 
Annual Conference of the Higher Education and Research 
Development Society of Australasia (HERDSA). 
Forsetlund, L., Bjorndal, A., Rashidian, A., Jamtvedt, G., O'Brien, A. M., 
Wolf, F. M., . . . Oxman, A. D. (2012). Continuing education 
meetings and workshops: effects on professional practice and 
health care outcomes. Cochrane Database of Systematic 
Reviews(11).  
Francis, J. J., Johnston, M., Robertson, C., Glidewell, L., Entwistle, V., 
Eccles, M. P., & Grimshaw, J. M. (2010). What is an adequate 
sample size? Operationalising data saturation for theory-based 
interview studies. Psychology and Health, 25(10), 1229-1245. doi: 
10.1080/08870440903194015 
Friedman, M. I., Cooper, A. H., Click, E., & Fitzpatrick, J. J. (2011). 
Specialized new graduate RN critical care orientation: retention 
and financial impact. Nursing Economics, 29(1), 7(8). Retrieved 
from http://www.nursingeconomics.net/cgi-
bin/WebObjects/NECJournal.woa
362 
Fry, M. (2001). Triage nurses order x-rays for patients with isolated 
distal limb injuries: A 12-month ED study. Journal of Emergency 
Nursing, 27(1), 17-22. doi: 10.1067/men.2001.112979 
Furze, G., & Pearcey, P. (1999). Continuing education in nursing: A 
review of the literature. Journal of Advanced Nursing, 29(2), 355-
363. doi: 10.1046/j.1365-2648.1999.00896.x 
Gagnon, M. P., Gagnon, J., Desmartis, M., & Njoya, M. (2013). The 
impact of blended teaching on knowledge, satisfaction, and self-
directed learning in nursing undergraduates: A randomized, 
controlled trial. Nursing Education Perspectives, 34(6), 377-382. 
doi: 10.5480/10-459 
Garrison, D. R., & Kanuka, H. (2004). Blended learning: Uncovering its 
transformative potential in higher education. Internet and Higher 
Education, 7(2), 95-105. doi: 10.1016/j.iheduc.2004.02.001 
Gil, D. H., Heins, D. M., & Jones, P. B. (1984). Perceptions of medical 
school faculty members and students on clinical clerkship 
feedback. Journal of Medical Education, 59(11 I), 856-864. 
Retrieved from 
http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1365-2923
Gilbert, T. (2006). Mixed methods and mixed methodologies: The 
practical, the technical and the political. Journal of Research in 
Nursing, 11(3), 205-217. doi: 10.1177/1744987106064634 
363 
Glynn, P., & Silva, S. (2013). Meeting the needs of new graduates in 
the emergency department: A qualitative study evaluating a new 
graduate internship program. Journal of Emergency Nursing, 
39(2), 173-178. doi: 10.1016/j.jen.2011.10.007 
Gohery, P., & Meaney, T. (2013). Nurses' role transition from the clinical 
ward environment to the critical care environment. Intensive and 
Critical Care Nursing, 29(6), 321-328. doi: 
10.1016/j.iccn.2013.06.002 
Government of South Australia. (2010). Nursing/Midwifery (South 
Australian public sector) Enterprise Agreement 2010.  Adelaide: 
Government of South Australia Retrieved from 
http://www.health.sa.gov.au/Portals/0/FINAL%20Nurses%20Mid
wives%20South%20Australian%20Public%20Sector%20Enterpri
se%20Agreement%20(Commission).pdf.
Graneheim, U. H., & Lundman, B. (2004). Qualitative content analysis 
in nursing research: Concepts, procedures and measures to 
achieve trustworthiness. Nurse Education Today, 24(2), 105-112. 
doi: 10.1016/j.nedt.2003.10.001 
Griffiths, N., & Major, J. (2009). Paediatric Emergency Department New 
Graduate Program: A recruitment strategy or the start of 
something new? Australasian Emergency Nursing Journal, 12(4), 
152-152. doi: 10.1016/j.aenj.2009.08.016 
364 
Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are 
enough?: An experiment with data saturation and variability. 
Field Methods, 18(1), 59-82. doi: 10.1177/1525822x05279903 
Gurney, D. (2002). Developing a successful 16-week "transition ED 
nursing" program: one busy community hospital's experience. 
Journal of Emergency Nursing, 28(6), 505-514. doi: 
10.1067/men.2002.129707 
Hall, D. E., & Marshall, R. L. (2006). Evaluation of a 16-week critical 
care internship program using a staff development program 
effectiveness evaluation tool. Journal for Nurses in Staff 
Development, 22(3), 134-143. doi: 10.1097/00124645-
200605000-00008 
Hammer, V. R., & Craig, G. P. (2008). The experiences of inactive 
nurses returned to nursing after completing a refresher course. 
Journal of Continuing Education in Nursing, 39(8), 358-367. 
Retrieved from: http://www.healio.com/nursing/journals/jcen/
Harrison, T., Ball, K., Stewart, S., & Bratt, M. (2007). Enhancing the 
transition of senior nursing students to independant practice. The 
Journal of Nursing Administration, 37(6), 311-317. doi: 
10.1097/01.NNA.0000277721.64629.6e 
Hautala, K. T., Saylor, C. R., & O'Leary-Kelley, C. (2007). Nurses' 
perceptions of stress and support in the preceptor role. Journal 
for Nurses in Staff Development, 23(2), 64-70. doi: 
10.1097/01.NND.0000266611.78315.08 
365 
Hayes, B., Bonner, A., & Pryor, J. (2010). Factors contributing to nurse 
job satisfaction in the acute hospital setting: A review of recent 
literature. Journal of Nursing Management, 18(7), 804-814. doi: 
10.1111/j.1365-2834.2010.01131.x 
Hayes, L. J., O'Brien-Pallas, L., Duffield, C., Shamian, J., Buchan, J., 
Hughes, F., . . . North, N. (2012). Nurse turnover: A literature 
review - An update. International Journal of Nursing Studies, 
49(7), 887-905. doi: 10.1016/j.ijnurstu.2011.10.001 
Hayes, L. J., O'Brien-Pallas, L., Duffield, C., Shamian, J., Buchan, J., 
Hughes, F., . . . Stone, P. W. (2006). Nurse turnover: A literature 
review. International Journal of Nursing Studies, 43(2), 237-263. 
doi: 10.1016/j.ijnurstu.2005.02.007 
Health Workforce Australia. (2012). Health Workforce 2025 - Doctors, 
Nurses and Midwives.  Adelaide: HWA. Retrieved from HWA 
website: https://www.hwa.gov.au/our-work/health-workforce-
planning/health-workforce-2025-doctors-nurses-and-midwives.
Heath, P. (2002). National Review of Nursing Education 2002.
Canberra, ACT: Commonwealth of Australia. Retrieved from 
www.dest.gov.au/archive/highered/nursing/pubs/duty_of_care/du
ty_of_care.pdf.
Hillman, L., & Foster, R. R. (2011). The impact of a nursing transitions 
programme on retention and cost savings. Journal of Nursing 
Management, 19(1), 50-56. doi: 10.1111/j.1365-
2834.2010.01187.x 
366 
Hooper, C., Craig, J., Janvrin, D. R., Wetsel, M. A., & Reimels, E. 
(2010). Compassion satisfaction, burnout, and compassion 
fatigue among emergency nurses compared with nurses in other 
selected inpatient specialties. Journal of Emergency Nursing, 
36(5), 420-427. doi: 10.1016/j.jen.2009.11.027 
Hsieh, H. F., & Shannon, S. E. (2005). Three approaches to qualitative 
content analysis. Qualitative Health Research, 15(9), 1277-1288. 
doi: 10.1177/1049732305276687 
Humphreys, J., Wakerman, J., Pashen, D., & Buykx, P. (2009). 
Retention strategies and incentives for health workers in rural 
and remote areas: what works?  Canberra, ACT. Australian 
Primary Health Care Research Institute. Retrieved from 
http://www.anu.edu.au/aphcri/Domain/RuralRemote/International
_retention_strategies_research.pdf.
Humphreys, S., Dix, S., & Alexander, B. (2007). Retention success of a 
graduate nurse program in emergency. Australasian Emergency 
Nursing Journal, 10(4), 197-197. doi: 10.1016/j.aenj.2007.09.025 
IBM Corporation. (2012). Statistical Package for the Social Sciences 
(SPSS) (Version 20). Armonk, New York, USA.  
Ilic, D., Bin Nordin, R., Glasziou, P., Tilson, J. K., & Villanueva, E. 
(2013). Implementation of a blended learning approach to 
teaching evidence based practice: A protocol for a mixed 
methods study. BMC Medical Education, 13(1). doi: 
10.1186/1472-6920-13-170 
367 
Ireland, J., Johnson, N., Adams, D., Eboh, W., & Mowatt, E. (2009). 
Blended learning in education: effects on knowledge and attitude. 
British Journal of Nursing, 18(2), 124-130. doi: 
10.12968/bjon.2009.18.2.37868 
Issenberg, S. B., McGaghie, W. C., Petrusa, E. R., Gordon, D. L., & 
Scalese, R. J. (2005). Features and uses of high-fidelity medical 
simulations that lead to effective learning: A BEME systematic 
review. Medical Teacher, 27(1), 10-28. doi: 
10.1080/01421590500046924 
Ivankova, N. V., Creswell, J., & Stick, S. (2006). Using mixed-methods 
sequential explanatory design: from theory to practice. Field 
Methods, 18(3), 3-20. Retrieved from: http://fmx.sagepub.com/
Jamieson, L. N., Williams, L. M., Lauder, W., & Dwyer, T. (2007). 
Nurses' motivators to work part-time. Collegian, 14(2), 13-19. doi: 
10.1016/S1322-7696(08)60550-8 
Jansen, K., Corley, K., & Jansen, B. (2007). E-Survey Methodology. In 
R. A. Reynolds, R. Woods & J. Baker (Eds.), Handbook of 
Research in Electronic Surveys and Measurements.
Pennsylvania. doi: 10.4018/978-1-59140-792-8  
Jarman, H., & Newcombe, P. (2010). Support for nurses who are new 
to emergency care. Emergency Nurse, 17(9), 16-19. Retrieved 
from http://rcnpublishing.com/journal/en
368 
Jenkins, R., Bennett, J., Frommer, M., & Madronio, C. (2006). A 
streamlined national approach to scientific and ethics review of 
multi-centre health and medical research in Australia; Issues and 
options. Australian Health Ministers' Advisory Council, Retrieved 
from: 
http://www.nhmrc.gov.au/_files_nhmrc/file/health_ethics/hrecs/A
_streamlined_national_approach_to%20scientific_and_ethics_re
viewvof%20multi-
centre_health_and_medical_research_in_Australia.pdf.
Joint Commission on Accreditation of Healthcare Organisations. (2002). 
Health care at the crossroads, strategies for addressing the 
evolving nursing crisis.  Washington: JCAHO Retrieved from 
http://www.jointcommission.org/assets/1/18/health_care_at_the_
crossroads.pdf.
Jones, C. B. (2004). The costs of nurse turnover: Part 1: an economic 
perspective. Journal of Nursing Administration, 34(12), 562-570. 
Retrieved from: 
http://journals.lww.com/jonajournal/Pages/default.aspx
Kaufman, D. M. (2003). ABC of learning and teaching in medicine: 
Applying educational theory in practice. British Medical Journal, 
326(7382), 213-216. doi: 10.1136/bmj.326.7382.213 
369 
Kelly, D., Simpson, S., & Brown, P. (2002). An action research project 
to evaluate the clinical practice facilitator role for junior nurses in 
an acute hospital setting. Journal of Clinical Nursing, 11(1), 90-
98. doi: 10.1046/j.1365-2702.2002.00568.x 
Kendall-Gallagher, D., Aiken, L., Sloane, D. & Cimiotti, J. (2011). Nurse 
specialty certification, inpatient mortality, and failure to resuce. 
Journal of Nursing Scholarship, 43(2), 188-194. Doi: 
10.1111/j.1547-5069.2011.01391.x 
Kidd, P., & Sturt, P. (1995). Developing and evaluating an emergency 
nursing orientation pathway. Journal of Emergency Nursing, 
21(6), 521-530. doi: 10.1016/S0099-1767(05)80268-5 
Kingsnorth-Hinrichs, J. (2009). Growing new graduates... it takes a 
village. RN, 72(1), 40. Retrieved from http://rnjournal.com/
Kirkpatrick, D. (2004). How to start an objective evaluation of your 
training program. T and D, 58(5), 16-18. Retrieved from 
http://www.astd.org/Publications/Magazines/TD
Kirkpatrick, D., & Kirkpatrick, J. (2006). Evaluating Training Programs; 
The Four Levels (3rd ed.). San Francisco: Berrett-Koehler 
Publishers. 
Knowles, M. S. (1985). Andragogy in Action: Applying Modern 
Principles of Adult Learning (Vol. 5). San Fransisco: Jossey Bass  
370 
Kocher, K. E., Meurer, W. J., Desmond, J. S., & Nallamothu, B. K. 
(2012). Effect of testing and treatment on emergency department 
length of stay using a national database. Academic Emergency 
Medicine, 19(5), 525-534. doi: 10.1111/j.1553-
2712.2012.01353.x 
Kolb, D. A. (1984). Experiential learning: Experience as the source of 
learning and development. New Jersey: Prentice Hill. 
Kollman, S., Liedl, C., Johnson, L., Elwood, T., Mundy, L., & Shue, J. 
(2007). Rookies of the year: Successfully orienting new graduate 
Registered Nurses to the cardiovascular surgical intensive care 
unit. Critical Care Nursing Clinics of North America, 19(4), 417-
426. doi: 10.1016/j.ccell.2007.07.007 
Kooker, B. M., & Kamikawa, C. (2011). Successful strategies to improve 
RN retention and patient outcomes in a large medical centre in 
Hawaii. Journal of Clinical Nursing, 20(1-2), 34-39. doi: 
10.1111/j.1365-2702.2010.03476.x 
Kretovics, M. A., Crowe, A. R., & Hyun, E. (2005). A study of faculty 
perceptions of summer compressed course teaching. Innovative 
Higher Education, 30(1), 37-51. doi: 10.1007/s10755-005-3295-1 
Kulstad, E., & Kelley, K. M. (2009). Overcrowding is associated with 
delays in percutaneous coronary intervention for acute 
myocardial infarction. International Journal of Emergency 
Medicine, 2(3), 149-154. doi: 10.1007/s12245-009-0107-x 
371 
Kulstad, E., Sikka, R., Sweis, R. T., Kelley, K. M., & Rzechula, K. H. 
(2010). ED overcrowding is associated with an increased 
frequency of medication errors. American Journal of Emergency 
Medicine, 28(3), 304-309. doi: 10.1016/j.ajem.2008.12.014 
Lartey, S., Cummings, G., & Profetto-Mcgrath, J. (in press). 
Interventions that promote retention of experienced Registered 
Nurses in health care settings: A systematic review. Journal of 
Nursing Management. doi: 10.1111/jonm.12105 
Lau, J. B. C., Magarey, J., & McCutcheon, H. (2004). Violence in the 
emergency department: A literature review. Australian 
Emergency Nursing Journal, 7(2), 27-37. doi: 10.1016/S1328-
2743(05)80028-8 
Lee, N., & Horsfall, B. (2010). Accelerated learning: A study of faculty 
and student experiences. Innovative Higher Education, 35(3), 
191-202. doi: 10.1007/s10755-010-9141-0 
Lee, T. Y., Tzeng, W. C., Lin, C. H., & Yeh, M. L. (2009). Effects of a 
preceptorship programme on turnover rate, cost, quality and 
professional development. Journal of Clinical Nursing, 18(8), 
1217-1225. doi: 10.1111/j.1365-2702.2008.02662.x 
Levett-Jones, T., & FitzGerald, M. (2005). A review of graduate nurse 
transition programs in Australia. Australian Journal of Advanced 
Nursing, 23(2), 40-45. Retrieved from http://www.ajan.com.au/
372 
Levett-Jones, T., Gersbach, J., Arthur, C., & Roche, J. (2011). 
Implementing a clinical competency assessment model that 
promotes critical reflection and ensures nursing graduates' 
readiness for professional practice. Nurse Education in Practice, 
11(1), 64-69. doi: 10.1016/j.nepr.2010.07.004 
Loiseau, D., Kitchen, K., & Edgar, L. (2003). A comprehensive ED 
orientation for new graduates in the emergency department: the 
4-year experience of one Canadian teaching hospital. Journal of 
Emergency Nursing, 29(6), 522-527. doi: 
10.1016/j.jen.2003.09.010 
Lyneham, J. (2000). Violence in New South Wales emergency 
departments. The Australian Journal of Advanced Nursing, 18(2), 
8-17. Retrieved from http://www.ajan.com.au/
Lyneham, J., Cloughessy, L., & Martin, V. (2008). Workloads in 
Australian emergency departments; a descriptive study. 
International Emergency Nursing, 16(3), 200-206. doi: 
10.1016/j.ienj.2008.05.006 
Lyneham, J., & Morphet, J. (2014). Nursing care of people in the 
emergency department or experiencing disasters. In P. Lemone, 
K. Burke, T. Levett-Jones, T. Dwyer, L. Moxham, K. Reid-Searle, 
K. Berry, K. Carville, M. Hales, N. Knox, Y. Luxford & D. 
Raymond (Eds.), Medical-Surgical Nursing (2nd ed., Vol. 1). 
Frenchs Forest, Australia: Pearson. 
373 
Mansouri, M., & Lockyer, J. (2007). A meta-analysis of continuing 
medical education effectiveness. Journal of Continuing 
Education in the Health Professions, 27(1), 6-15. doi: 
10.1002/chp.88 
Masie, E. (2002). Blended learning: the magic is in the mix. In A. 
Rossett (Ed.), The ASTD e-learning handbook. New York: 
McGraw-Hill. 
McCain, C. L. (2008). The right mix to support electronic medical record 
training: Classroom computer-based training and blended 
learning. Journal for Nurses in Staff Development, 24(4), 151-
154. doi: 10.1097/01.NND.0000320673.65824.db 
McGowan, B. (2006). Who do they think they are? Undergraduate 
perceptions of the definition of supernumerary status and how it 
works in practice. Journal of Clinical Nursing, 15(9), 1099-1105. 
doi: 10.1111/j.1365-2702.2005.01478.x 
McGowan, B., & McCormack, B. (2003). Supernumerary status: 
Definition, operationalisation and its effect in practice. Intensive 
and Critical Care Nursing, 19(5), 308-317. doi: 10.1016/S0964-
3397(03)00064-8 
Messmer, P. R., Jones, S. G., & Taylor, B. A. (2004). Enhancing 
knowledge and self-confidence of novice nurses: The "shadow-a-
nurse" ICU program. Nursing Education Perspectives, 25(3), 
131-136. Retrieved from http://www.nln.org/nlnjournal/
374 
Meyer, E., Lees, A., Humphris, D., & Connell, N. A. D. (2007). 
Opportunities and barriers to successful learning transfer: Impact 
of critical care skills training. Journal of Advanced Nursing, 60(3), 
308-316. doi: 10.1111/j.1365-2648.2007.04422.x 
Meyer, R., & Meyer, M. (2000). Utilization-focused evaluation: 
Evaluating the effectiveness of a hospital nursing orientation 
program. Journal for Nurses in Staff Development, 16(5), 202-
208. Retrieved from: 
http://www.nursingcenter.com/lnc/journalinfo?journal_id=54029
MIMS Australia. (2014). Retrieved from MIMS Online: 
https://www.mims.com.au
Moher, D., Liberati, A., Tetzlaff, J., Altman, D. G., Altman, D., Antes, 
G., . . . Tugwell, P. (2009). Preferred reporting items for 
systematic reviews and meta-analyses: The PRISMA statement. 
PLoS Medicine, 6(7). doi: 10.1371/journal.pmed.1000097  
Monash University. (2013). Master of Nursing for 2014. Retrieved 
12/01/2014, from: 
http://www.monash.edu.au/study/coursefinder/course/1250/
Morell, A. L., Kiem, S., Millsteed, M. A., & Pollice, A. (2014). Attraction, 
recruitment and distribution of health professionals in rural and 
remote Australia: Early results of the Rural Health Professionals 
Program. Acta Veterinaria Scandinavica, 15. doi: 10.1186/1478-
4491-12-15 
375 
Moretti, F., van Vliet, L., Bensing, J., Deledda, G., Mazzi, M., Rimondini, 
M., . . . Fletcher, I. (2011). A standardized approach to qualitative 
content analysis of focus group discussions from different 
countries. Patient Education and Counseling, 82(3), 420-428. doi: 
10.1016/j.pec.2011.01.005 
Morgan, D. L. (2007). Paradigms Lost and Pragmatism Regained: 
Methodological Implications of Combining Qualitative and 
Quantitative Methods. Journal of Mixed Methods Research, 1(1), 
48-76. doi: 10.1177/2345678906292462 
Morphet, J., Considine, J., & McKenna, L. (2011). Transition to specialty 
practice programs in emergency nursing - A review of the 
literature. Australasian Emergency Nursing Journal, 14(1), 45-49. 
doi: 10.1016/j.aenj.2010.11.001 
Morphet, J., Griffiths, D., Plummer, V., Innes, K., Fairhall, R., & Beattie, 
J. (2014). At the crossroads of violence and aggression in the 
emergency department: perspectives of Australian emergency 
nurses. Australian Health Review, 38(2), 194-201. doi: 
10.1071/AH13189 
Morphet, J., McKenna, L., & Considine, J. (2008). The career 
development year: Responding to the emergency nursing 
shortage in Australia. Australasian Emergency Nursing Journal, 
11, 32-38. doi: 10.1016/j.aenj.2007.11.001 
376 
Morris, L., Pfeifer, P., Catalano, R., Nelson, G., & Harap, R. (2009). 
Outcome evaluation of a new model of critical care orientation. 
American Journal of Critical Care, 18(3), 252-260. doi: 
10.4037/ajcc2009355 
Mortimore, A., & Cooper, S. (2007). The "4-hour target": Emergency 
nurses' views. Emergency Medicine Journal, 24(6), 402-404. doi: 
10.1136/emj.2006.044933 
Murphy, M. (2006). Conscious competence: Are you aware of your 
knowledge needs? Cadalyst, 23(11). Retrieved from 
http://www.cadalyst.com/
Myrick, F. (2002). Preceptorship and critical thinking in nursing 
education. The Journal of nursing education, 41(4), 154-164. doi: 
Retrieved from http://www.healio.com/nursing/journals/jne/2014-
8-53-8
National Health and Medical Research Council. (2007). National 
Statement on Ethical Conduct in Research Involving Humans.
Canberra: Commonwealth of Australia Retrieved from 
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/
e35.pdf.
National Health and Medical Research Council. (2012). Human 
Research Ethics Portal. Retrieved from NHRMC website: 
http://hrep.nhmrc.gov.au/
377 
National Health and Medical Research Council. (2013a). Australia 
Online Forms for Research. Retrieved from Australia Online 
Forms for Research website: https://www.ethicsform.org/au/
National Health and Medical Research Council. (2013b). National 
Statement on Ethical Conduct in Research Involving Humans 
2007 [Updated May 2013].  Canberra: The National Health and 
Medical Research Council, the Australian Research Council and 
the Australian Vice-Chancellors' Committee Retrieved from: 
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/
e72_national_statement_130624.pdf.
National Health Performance Authority. (2013). My Hospitals.   
Retrieved 10/10/2012, from www.myhospitals.gov.au
National Health Workforce Taskforce. (2009). Health workforce in 
Australia and factors for current shortages.  Australia: KPMG 
Retrieved from: 
http://www.ahwo.gov.au/documents/NHWT/The%20health%20w
orkforce%20in%20Australia%20and%20factors%20influencing%
20current%20shortages.pdf.
National Nursing and Nursing Education Taskforce. (2006). Maximising 
Education Pathways Melbourne: Department of Human Services 
Retrieved from: 
http://www.ahwo.gov.au/documents/N3ET/rec12_maximising_ed
ucation_pathways.pdf.
378 
New South Wales Health. (2008). Transition to Emergency Department 
Nursing Project.  Sydney:  Retrieved from NSW Health website: 
http://www.health.nsw.gov.au/resources/nursing/projects/pdf/tran
sition_ed_report_feb08.pdf.
New South Wales Health. (2011). Clinical Nurse Consultants - Domains 
and Functions. (IB2011_024). Sydney, NSW: Retrieved from 
NSW Health website: 
http://www0.health.nsw.gov.au/policies/ib/2011/pdf/IB2011_024.
pdf.
New South Wales Government. (2010a). Operations Manual: Research 
Governance Officers.  Sydney: NSW Government Retrieved from: 
http://www0.health.nsw.gov.au/policies/gl/2010/pdf/GL2010_015.
pdf.
New South Wales Government. (2010b). Research - Authorisation to 
Commence Human Research in NSW Public Health 
Organisations.  Sydney: NSW.  Retrieved from: 
http://www0.health.nsw.gov.au/policies/pd/2010/pdf/PD2010_056
.pdf.
New South Wales Government. (2011a). Public Health System Nurses' 
and Midwives' (State) Award 2011.  NSW:  Retrieved from NSW 
Health website: 
http://www.health.nsw.gov.au/careers/conditions/Awards/nurses.
pdf.
379 
New South Wales Government. (2011b). Research Governance in 
NSW Public Health Organisations.  Sydney:  Retrieved from 
NSW Health website: 
http://www0.health.nsw.gov.au/policies/gl/2011/pdf/GL2011_001.
pdf.
New South Wales Health. (2007). Key drivers of demand in the 
emergency department: A hypothesis driven approach to analyse 
demand and supply.  Sydney: NSW Health. 
Nurse Policy Branch. (2003). Graduate Nursing Program Guidelines.
Melbourne: Victorian Government Department of Human 
Services Retrieved from: 
http://www.health.vic.gov.au/__data/assets/pdf_file/0005/17609/g
np-guidelines.pdf.
O'Brien-Pallas, L., Griffin, P., Shamian, J., Buchan, J., Duffield, C., 
Hughes, F., . . . Stone, P. W. (2006). The impact of nurse 
turnover on patient, nurse, and system outcomes: A pilot study 
and focus for a multicenter international study. Policy, Politics, 
and Nursing Practice, 7(3), 169-179. doi: 
10.1177/1527154406291936 
O'Brien-Pallas, L., Murphy, G. T., Shamian, J., Li, X., & Hayes, L. J. 
(2010). Impact and determinants of nurse turnover: A pan-
Canadian study. Journal of Nursing Management, 18(8), 1073-
1086. doi: 10.1111/j.1365-2834.2010.01167.x 
380 
O'Connell, B., Young, J., Brooks, J., Hutchings, J., & Lofthouse, J. 
(2000). Nurses' perceptions of the nature and frequency of 
aggression in general ward settings and high dependency areas. 
Journal of Clinical Nursing, 9(4), 602-610. doi: 10.1111.0962-
1077.1365-2702 
Ogborne, S., Chapman, R., & Combs, S. (2009). Nurturing within 
emergency. Australasian Emergency Nursing Journal, 12(4), 
165-165. doi: 10.1016/j.aenj.2009.08.048 
Oppenheim, A. N. (1992). Questionnaire Design, Interviewing and 
Attitude Measurement. New York: Pinter Publishers. 
Orsini, C. (2005). A nurse transition program for orthopaedics. 
Orthopaedic Nursing, 24(4), 240-248. Retrieved from 
http://journals.lww.com/orthopaedicnursing/pages/default.aspx
Padgett, D. (2008). Qualitative methods in social work research (2nd 
ed.). Los Angeles: Sage Publications. 
Pallant, J. (2013). SPSS Survival Manual (5th ed.). Sydney, Australia: 
Allen & Unwin. 
Patterson, B., Bayley, E. W., Burnell, K., & Rhoads, J. (2010). 
Orientation to emergency nursing: Perceptions of new graduate 
nurses. Journal of Emergency Nursing, 36(3), 203-211. doi: 
10.1016/j.jen.2009.07.006 
381 
Peterson, K. J., & Van Buren, K. (2006). Implementing essentials of 
critical care orientation: One hospital's experience with an online 
critical care course. Critical Care Nursing Quarterly, 29(3), 218-
230. Retrieved from: 
http://journals.lww.com/ccnq/pages/default.aspx
Phillips, C., Kenny, A., Esterman, A., & Smith, C. (2014). A secondary 
data analysis examining the needs of graduate nurses in their 
transition to a new role. Nurse Education in Practice, 14(2), 106-
111. doi: 10.1016/j.nepr.2013.07.007 
Pine, R., & Tart, K. (2007). Return on investment: Benefits and 
challenges of a baccalaureate nurse residency program. Nursing 
Economics, 25(1), 13-18+39. Retrieved from: 
http://www.nursingeconomics.net/
Pines, J. M., Garson, C., Baxt, W. G., Rhodes, K. V., Shofer, F. S., & 
Hollander, J. E. (2007). ED crowding is associated with variable 
perceptions of care compromise. Academic Emergency Medicine, 
14(12), 1176-1181. doi: 10.1197/j.aem.2007.06.043 
Pines, J. M., Localio, A. R., Hollander, J. E., Baxt, W. G., Lee, H., 
Phillips, C., & Metlay, J. P. (2007). The impact of emergency 
department crowding measures on time to antibiotics for patients 
with community-acquired pneumonia. Annals of Emergency 
Medicine, 50(5), 510-516. doi: 
10.1016/j.annemergmed.2007.07.021 
382 
Plano Clark, V., & Creswell, J. (2008). The Mixed Methods Reader.
Singapore: Sage Publications. 
Polit, D., & Beck, C. (Eds.). (2014). Essentials of Nursing Research; 
Appraising evidence for nursing practice (4th ed.). Sydney, 
Australia: Lippincott Williams & Wilkins. 
Preston, B. (2009). The Australian nurse and midwifery workforce: 
Issues, developments and the future. Collegian, 16(1), 25-34. doi: 
10.1016/j.colegn.2008.12.002 
Productivity Commission. (2005). Australia's health workforce: research 
report.  Canberra: Productivity Commission. 
Pronovost, P. J., Berenholtz, S. M., & Needham, D. M. (2007). A 
framework for health care organizations to develop and evaluate 
a safety scorecard. Journal of the American Medical Association, 
298(17), 2063-2065. doi: 10.1001/jama.298.17.2063 
Queensland Department of Health. (2010). Transition to Practice Nurse 
Education Program: Curriculum document. Brisbane: 
Queensland Health. 
Raza, A., Coomarasamy, A., & Khan, K. S. (2009). Best evidence 
continuous medical education. Archives of Gynecology and 
Obstetrics, 280(4), 683-687. doi: 10.1007/s00404-009-1128-7 
Reising, D. L. (2002). Early socialization of new critical care nurses. 
American Journal of Critical Care, 11(1), 19-26. Retrieved from: 
http://ajcc.aacnjournals.org/
383 
Richardson, D. B. (2006). Increase in patient mortality at 10 days 
associated with emergency department overcrowding. Medical 
Journal of Australia, 184(5), 213-216. Retrieved from: 
https://www.mja.com.au/
Roberts, L. (2007). Opportunities and Constraints of Electronic 
Research. In R. A. Reynolds, R. Woods & J. Baker (Eds.), 
Handbook of Research in Electronic Surveys and Measurements.
Pennsylvania. doi: 10.4018/978-1-59140-792-8 
Roche, J., Lamoureux, E., & Teehan, T. (2004). A partnership between 
nursing education and practice: using an empowerment model to 
retain new nurses. Journal of Nursing Administration, 34(1), 26-
32. doi: 10.1097/00005110-200401000-00007 
Roche, M. A., Duffield, C. M., Homer, C., Buchan, J., & Dimitrelis, S. (in 
press). The rate and cost of nurse turnover in Australia. 
Collegian. doi: 10.1016/j.colegn.2014.05.002 
Ross, H., & Clifford, K. (2002). Research as a catalyst for change: The 
transition from student to Registered Nurse. Journal of Clinical 
Nursing, 11(4), 545-553. doi: 10.1046/j.1365-2702.2002.00610.x 
Roughead, E. E., Semple, S., & Rosenfeld, E. (2013). Literature Review: 
Medication safety in Australia in 2013.  Sydney: Australian 
Commision on Safety and Quality in Health Care. 
384 
Roughead, E. E., & Semple, S. J. (2009). Medication safety in acute 
care in Australia: Where are we now? Part 1: A review of the 
extent and causes of medication problems 2002-2008. Australia 
and New Zealand Health Policy, 6(1). doi: 10.1186/1743-8462-6-
18 
Sandelowski, M. (2000). Focus on research methods: Combining 
qualitative and quantitative sampling, data collection, and 
analysis techniques in mixed-method studies. Research in 
Nursing and Health, 23(3), 246-255. doi: 10.1002/1098-
240X(200006)23:3<246::AID-NUR9>3.0.CO;2-H 
Satterlee, W. G., Eggers, R. G., & Grimes, D. A. (2008). Effective 
medical education: Insights from the Cochrane library. 
Obstetrical and Gynecological Survey, 63(5), 329-333. doi: 
10.1097/OGX.0b013e31816ff661 
Sayers, J. M., & DiGiacomo, M. (2010). The nurse educator role in 
Australian hospitals: Implications for health policy. Collegian, 
17(2), 77-84. doi: 10.1016/j.colegn.2010.04.005 
Sayers, J. M., DiGiacomo, M., & Davidson, P. M. (2011). The nurse 
educator role in the acute care setting in Australia: Important but 
poorly described. Australian Journal of Advanced Nursing, 28(4), 
44-52. Retrieved from: http://www.ajan.com.au/
385 
Schneider, Z., Whitehead, D., LoBiondo-Wood, G., & Haber, J. (2013). 
Nursing and Midwifery Research; Methods and appraisal for 
evidence-based practice (4th ed.). Sydney, Australia: Mosby, 
Elsevier. 
Schull, M. J., Vermeulen, M., Slaughter, G., Morrison, L., & Daly, P. 
(2004). Emergency department crowding and thrombolysis 
delays in acute myocardial infarction. Annals of Emergency 
Medicine, 44(6), 577-585. doi: 
10.1016/j.annemergmed.2004.05.004 
Scott, P. A., & Conrad, C. F. (1992). A critique of intensive courses and 
an agenda for research. In J. C. Smart (Ed.), Higher Education: 
Handbook of Theory and Research (pp. 411-459). New York: 
Agathoon Press. 
Seamon, M. (2004). Short- and long-term differences in instructional 
effectiveness between intensive and semester-length courses. 
Teachers College Record, 106(4), 852-874. Retrieved from: 
http://www.tcrecord.org/
Shacklock, K., Brunetto, Y., Teo, S., & Farr-Wharton, R. (2014). The 
role of support antecedents in nurses' intentions to quit: The case 
of Australia. Journal of Advanced Nursing, 70(4), 811-822. doi: 
10.1111/jan.12239 
386 
Shaw, M., Chametzky, B., Burrus, S. W., & Walters, K. (2013). An 
evaluation of student outcomes by course duration on online 
higher education. Online Journal of Distance Learning 
Administration, XVI(IV). Retrieved from: 
http://www.westga.edu/~distance/ojdla/
Sheldon, C. Q., & Durdella, N. R. (2010). Success rates for students 
taking compressed and regular length developmental courses in 
the community college. Community College Journal of Research 
and Practice, 34(1-2), 39-54. doi: 10.1080/10668920903385806 
Sherman, H., Comer, L., Putnam, L., & Freeman, H. (2012). Blended 
versus lecture learning: Outcomes for staff development. Journal 
for Nurses in Staff Development, 28(4), 186-190. doi: 
10.1097/NND.0b013e31825dfb71 
Sigurdsson, H. (2003). Career development programs at Landspitali 
University Hospital. Nursing Leadership Forum, 8(1), 40-44. 
Retrieved from: 
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Nursing+leaders
hip+forum%22%5BJournal%5D
Sills, M. R., Fairclough, D., Ranade, D., & Kahn, M. G. (2011). 
Emergency department crowding is associated with decreased 
quality of care for children with acute asthma. Annals of 
Emergency Medicine, 57(3), 191-200.e191-e197. doi: 
10.1097/PEC.0b013e31822c1382 
387 
Simoens, S., Villeneuve, M., & Hurst, J. (2005). Tackling nurse 
shortages in OECD countries.  Paris: OECD Health Working 
Papers. 
Smith, P., Masterson, A., & Lask, S. (1995). Health and the curriculum: 
An illuminative evaluation - Part 1: Methodology. Nurse 
Education Today, 15(4), 245-249. doi: 10.1016/S0260-
6917(95)80125-1 
South Australian Office of Research Development. (2012). SA Health 
Research Ethics Operational Policy.  Adelaide: SA Health 
Retrieved from SA Health website: 
http://www.sahealth.sa.gov.au/wps/wcm/connect/996102804a99
42d8aa46ea7633bbffe0/EthicsOperationalPolicy-HSD-OCE-
1203.pdf?MOD=AJPERES&CACHEID=996102804a9942d8aa46
ea7633bbffe0.
Sprivulis, P. C., Da Silva, J. A., Jacobs, I. G., Frazer, A. R. L., & Jelinek, 
G. A. (2006). The association between hospital overcrowding 
and mortality among patients admitted via Western Australian 
emergency departments. Medical Journal of Australia, 184(5), 
208-212. Retrieved from https://www.mja.com.au/
Steginga, S. K., Dunn, J., Dewar, A. M., McCarthy, A., Yates, P., & 
Beadle, G. (2005). Impact of an intensive nursing education 
course on nurses' knowledge, confidence, attitudes, and 
perceived skills in the care of patients with cancer. Oncology 
Nursing Forum, 32(2), 375-381. doi: 10.1188/05.ONF.375-381 
388 
Stewart, A., Inglis, G., Jardine, L., Koorts, P., & Davies, M. W. (2012). A 
randomised controlled trial of blended learning to improve the 
newborn examination skills of medical students. Archives of 
Disease in Childhood: Fetal and Neonatal Edition, 98(2), F141-
144. doi: 10.1136/archdischild-2011-301252 
Strachota, E., Normandin, P., O'Brien, N., Clary, M., & Krukow, B. 
(2003). Reasons Registered Nurses leave or change 
employment status. Journal of Nursing Administration, 33(2), 
111-117. doi: 10.1097/00005110-200302000-00008 
Sue, V., & Ritter, L. (2007). Conducting Online Surveys. Singapore: 
SAGE Publications. 
Survey Monkey. (2011). Retrieved 22/02/2013, from: 
www.surveymonkey.com
Sweeney, J. (2010). Bayfront ED novice nurse internship program. 
Journal of Emergency Nursing, 36(2), 173-174. doi: 
10.1016/j.jen.2010.01.006 
Tambimuttu, J., Hawley, R., & Marshall, A. (2002). Nurse-initiated x-ray 
of isolated limb fractures in the emergency department: 
Research outcomes and future directions. Australian Critical 
Care, 15(3), 119-122. doi: 10.1016/S1036-7314(02)80052-2 
Tashakkori, A., & Teddlie, C. (1998). Mixed Methodology: Combining 
qualitative and quantitative approaches. London: Sage 
Publications. 
389 
Tashakkori, A., & Teddlie, C. (Eds.). (2010). SAGE Handbook of Mixed 
Methods in Social and Behavioural Research (2nd ed.). 
California, USA: SAGE Publications. 
Taylor, B., & Francis, K. (2013). Qualitative Research in the Health 
Sciences: Methodologies, methods and processes. Oxon, UK: 
Routledge. 
Teddlie, C., & Tashakkori, A. (2009). Foundations of mixed methods 
research: Integrating quantitative and qualitative approaches in 
the social and behavioural sciences. London: SAGE Publications. 
The Royal Children's Hospital Melbourne. (2014). Clinical Practice 
Guidelines. Retrieved from: http://www.rch.org.au/clinicalguide/
Tourangeau, A. E., Doran, D., Hall, L., O'Brien-Pallas, L., Pringle, D., Tu, 
J., & Cranley, L. (2006). Impact of hospital nursing care on 30-
day mortality for acute medical patients. Journal of Advanced 
Nursing, 57(1), 32-44. doi: 10.1111/j.1365-2648.2006.04084.x 
Tourangeau, A. E., Thomson, H., Cummings, G., & Cranley, L. A. 
(2013). Generation-specific incentives and disincentives for 
nurses to remain employed in acute care hospitals. Journal of 
Nursing Management, 21(3), 473-482. doi: 10.1111/j.1365-
2834.2012.01424.x 
Truman, K. (2004). Education enhances R and R in the ED. Don't eat 
your young; nurse them. Nursing Management, 35(7), 45-48. 
Retrieved from: 
http://journals.lww.com/nursingmanagement/Pages/default.aspx
390 
Twigg, D., & McCullough, K. (2014). Nurse retention: A review of 
strategies to create and enhance positive practice environments 
in clinical settings. International Journal of Nursing Studies, 51(1), 
85-92. doi: 10.1016/j.ijnurstu.2013.05.015 
University of Technology Sydney. (2013). Master of Nursing. Retrieved 
12/01/2014, from: http://www.uts.edu.au/future-students/find-a-
course/courses/c04228
van Haaren, M., & Williams, G. (2000). Central Australian nurse 
management model (CAN model): A strategic approach to the 
recruitment and retention of remote-area nurses. The Australian 
Journal of Rural Health, 8(1), 1-5. doi: 10.1046/j.1440-
1584.2000.81247.x 
Van Maanen, J., & Schein, E. H. (1979). Toward a theory of 
organizational socialization. Research in Organizational Behavior, 
1, 209-264. Retrieved from: 
http://www.journals.elsevier.com/research-in-organizational-
behavior/
VanGeest, J., & Johnson, T. P. (2011). Surveying nurses: Identifying 
strategies to improve participation. Evaluation and the Health 
Professions, 34(4), 487-511. doi: 10.1177/0163278711399572 
Verdejo, T. (2002). Mentoring: a model method. Nursing Management, 
33(8), 15-16. Retrieved from: 
http://journals.lww.com/nursingmanagement/Pages/default.aspx
391 
Victorian Department of Health. (2010). Value added: the wisdom of 
older nurses at work.  Melbourne. Retrieved from Victorian 
Department of Health website: 
http://www.health.vic.gov.au/__data/assets/pdf_file/0019/507070/
web-bookmarked-version-value-added.pdf
Victorian Department of Health. (2011). Victorian Health Services 
performance: Patients treated performance data. Retrieved 
02/09/2011, from Victorian Department of Health website: 
http://www.health.vic.gov.au/performance/
Victorian Department of Human Services. (2005). Emergency Care 
Nursing. Victorian Government Health Information.  Retrieved 
13/05/2005, from Victorian Department of Health website: 
http://www.nursing.vic.gov.au/
Victorian Hospitals' Industrial Association. (2012). Nurses and Midwives 
(Victorian Public Health Sector)(Single Interest Employers) 
Enterprise Agreement 2012-2016.  Melbourne:  Retrieved from 
Australian Nursing and Midwifery Federation Victoria website: 
http://www.anmfvic.asn.au/multiversions/42273/FileName/2012_
2016_general_EBA.pdf.
Victorian Poisons Information Centre. (2014). Victorian Poisons 
Information Centre.   Retrieved from: 
http://www.austin.org.au/poisons
392 
Weeber, S. C. (2011). 'Critically reflective pedagogy': Teaching 
sociology after hurricanes Katrina and Rita. Journal of Sociology, 
Social Work and Social Welfare, 2(1), 1-18. Retrieved from: 
http://wmich.edu/socialwork/journal/
Western Australian Industrial Relations Commission. (2010). Registered 
Nurses, Midwives and Enrolled Mental Health Nurses - 
Australian Nursing Federation - WA Health Industrial Agreement 
2010. Perth. Retrieved from Western Australia Department of 
Health website: 
http://www.health.wa.gov.au/awardsandagreements/docs/Regist
ered_Nurses_Midwives_Enrolled_Mental_Health_Nurses_ANF_
WA_Health_Ind_Agreement_2010.pdf.
Williams, A., Brown, A., Crispin, D., & Gibson, D. (2002). Targeting out 
of the workforce nurses: a promising local recruitment strategy. 
Collegian, 9(1), 8-11. doi: 10.1016/S1322-7696(08)60038-4 
Williamson, G. R., Health, V., & Proctor-Childs, T. (2013). Vocation, 
friendship and resilience: A study exploring nursing student and 
staff views on retention and attrition. Open Nursing Journal, 7(1), 
149-156. doi: 10.2174/1874434601307010149 
Winslow, S., Almarode, M., Cottingham, S., Lowry, K., & Walker, K. 
(2009). New graduates in the emergency department: Could you, 
would you, should you? Journal of Emergency Nursing, 35(6), 
521-524. doi: 10.1016/j.jen.2008.12.016 
393 
Wlodkowski, R. J. (2003). Accelerated learning in colleges and 
universities. New Directions for Adult and Continuing Education, 
97, 5-15. doi: 10.1002/ace.84 
Wlodkowski, R. J. (2010). Enhancing Adult Motivation to Learn : A 
Comprehensive Guide for Teaching All Adults Retrieved from 
http://deakin.eblib.com.au/patron/FullRecord.aspx?p=479924   
Wlodkowski, R. J., & Westover, T. (1999). Accelerated courses as a 
learning format for adults. Canadian Journal for the Study of 
Adult Education, 13(1), 1-20. Retrieved from: 
http://journals.msvu.ca/index.php/cjsae
Wolf, L. (2005). An ED orientation / fellowship: An experiment in 
process-oriented training and learnign to think like an emergency 
nurse. Nurse educator, 31(3), 298-301. doi: 
10.1016/j.jen.2005.04.018 
Ye, J. (2007). Overcoming Challenges to Conducting Online Surveys. In 
R. A. Reynolds, R. Woods & J. Baker (Eds.), Handbook of 
Research in Electronic Surveys and Measurements.
Pennsylvania. doi: 10.4018/978-1-59140-792-8 
Zavotsky, K. E. (2000). Developing an ED training program: how to 
"grow your own" ED nurses. Journal of Emergency Nursing, 
26(5), 504-506. doi: 10.1067/men.2000.108745 
394 
APPENDICES
Appendix A 
Participant Information and Consent Form 
Project Title: Transition to specialty practice programs in Australian 
emergency departments 
Principal Researcher: Professor Julie Considine 
Associate Researchers: Julia Morphet and Professor Bridie Kent 
1. Introduction 
You are invited to take part in this research project. The research 
project aims to explore the relationship between transition to specialty 
practice programs and nursing professional development and retention. 
You have been invited to participate because your role in the nursing 
leadership within the ED provides you with a unique insight into nursing 
recruitment and education. Following approval from your organisation, 
the researcher obtained your email address from the ED secretary.   
This Participant Information and Consent Form tells you about the 
research project. It explains what is involved to help you decide if you 
want to take part. 
Please read this information carefully. Ask questions about anything 
that you don’t understand or want to know more about. Participation in 
this research is voluntary. If you don’t wish to take part, you don’t have 
to.
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If you decide you want to take part in the research project, you will be 
asked to follow a URL to an on-line survey. You may also be asked to 
sign a consent form. By following the URL link and submitting a survey, 
or signing and returning the consent form, you are telling us that you: 
x understand what you have read;  
x consent to take part in the research project; 
x consent to be involved in the procedures described. 
This Participant Information Form is for you to keep. 
2. What is the purpose of this research project? 
Transition to specialty practice programs are defined as a ‘formal 
program of education and clinical support designed to facilitate the 
transition’ of nurses to a specialty unit (Boyle et al., 2008, p.194). 
Transition to specialty practice programs have been developing in 
Australian EDs since the late 1990’s. Aimed at recruiting and easing the 
transition of novice emergency nurses, transition programs typically 
consist of extended orientation, supernumerary time, and theoretical 
preparation including study days or self-directed workbooks. Some also 
include preceptorship or clinical assessments designed to facilitate 
clinical progression of the novice. There has been limited evaluation of 
the outcomes of transition to specialty practice programs, either in 
Australia or internationally. 
This study aims to explore the relationship between transition to 
specialty practice programs and nurse retention and nursing 
professional development. Comparisons will be made between EDs 
with TSPPs, and EDs without TSPPs. 
ED Nurse Unit Managers and Nurse Educators from 151 Australian 
EDs will be invited to participate in this study. Nurse Unit Managers and 
Nurse Educators from the three EDs at Southern Health have been 
invited to participate.  
The results of this research will be used by the researcher, Julia 
Morphet, to obtain a PhD degree. 
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3. What does participation in this research project 
involve? 
There are two parts to this study: you may choose to be involved in one, 
both or neither. Participation in this study involves completion of an on-
line survey, exploring the recruitment, orientation and educational 
practices within your ED. We expect that this will take 20 minutes to 
complete. You may also agree to participate in a 30 minute interview, 
but this is optional, and completion of the survey does not obligate you 
to participate in the interview. In the interview you will be asked your 
opinions of nursing recruitment and education in your ED. The 
interviews will be audio recorded and transcribed verbatim for analysis.  
You will not be paid for your participation in this research 
4. What are the possible risks? 
It is not anticipated that participation in this study will cause you 
discomfort. The interview will be conducted at a time which is 
convenient to you. 
If you become upset or distressed as a result of your participation in the 
research, the researcher is able to arrange for counselling or other 
appropriate support. Any counselling or support will be provided by staff 
who are not members of the research team. 
 5. Do I have to take part in this research project? 
Participation in any research project is voluntary. If you do not wish to 
take part, you do not have to. If you do participate in the survey, you 
may only withdraw prior to the survey being submitted. This is because 
data are not linked to you, and so cannot be identified for removal. 
Submission of the on-line survey is considered to indicate your consent.  
Following completion of this survey, you may choose to participate in an 
interview. You do not have to participate in an interview if you do not 
wish to. If you do participate in the interview, you may only withdraw 
prior to the transcription being de-identified, approximately one week 
after interview. This is because data will be de-identified following 
transcription, and so cannot be linked to you or identified for removal.  
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Your decision whether to take part or not, or to take part and then 
withdraw, will not affect your relationship with the researchers or xxxxx 
Health. 
6. How will I be informed of the final results of this 
research project? 
The results of this research will be available mid-2014. If you would like 
to be provided with a summary of the aggregate research findings, 
please contact Julia Morphet on 03 9904 4032 or email: 
jmorphet@deakin.edu.au    
7. What will happen to information about me? 
Data collected for the purpose of this research will be securely stored in 
accordance with Deakin University regulations. Data will be kept on 
University premises, in a locked filing cabinet for 7 years post 
completion of the study, whereupon the data will be destroyed. Only the 
three researchers identified in this explanatory statement will have 
access to the data. A report of the study will be submitted for publication, 
but individual participants will not be identifiable in such a report. 
8. Can I access research information kept about me? 
In accordance with relevant Australian and/or Victorian privacy and 
other relevant laws, you have the right to access the information 
collected and stored by the researchers about you.  Please contact one 
of the researchers named at the end of this document if you would like 
to access your information. 
In addition, in accordance with regulatory guidelines, the information 
collected in this research project will be kept for at least seven years. 
You must be aware that the information collected about you may at 
some point not be able to be identified once the identifying information 
has been removed. Data submitted via survey will not be identifiable, 
and therefore cannot be linked to you. Data collected via interview will 
be coded within two weeks of receipt.  Access to information about you 
after this point will not be possible. 
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9. Is this research project approved? 
The ethical aspects of this research project have been approved by the 
Human Research Ethics Committee of Deakin University.   
This project will be carried out according to the National Statement on 
Ethical Conduct in Human Research (2007) produced by the National 
Health and Medical Research Council of Australia. This statement has 
been developed to protect the interests of people who agree to 
participate in human research studies. 
10. Who can I contact? 
The person you may need to contact will depend on the nature of your 
query. Therefore, please note the following: 
For further information or appointments: 
If you want any further information concerning this project or if you have 
any problems which may be related to your involvement in the project 
(for example, feelings of distress), you can contact the principal 
researcher, Julie Considine on 9244 6127 or Julia Morphet on 9904 
4032. 
For complaints: 
If you have any complaints about any aspect of the project, the way it is 
being conducted or any questions about being a research participant in 
general, then you may contact:   
Name: Ms xxxx xxxx  
Position: Director of Research Services  
Telephone: xxxx xxxx 
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11. Consent (for interview only) 
I have read, or have had this document read to me in a language that I 
understand, and I understand the purposes, procedures and risks of 
this research project as described within it. 
I have had an opportunity to ask questions and I am satisfied with the 
answers I have received. 
I freely agree to participate in this research project, as described.  
I understand that I will be given a signed copy of this document to keep. 
Participant’s name 
(printed) …………………………………………………… 
Signature        Date 
Declaration by researcher*: I have given a verbal explanation of the 
research project, its procedures and risks and I believe that the 
participant has understood that explanation. 
Researcher’s name 
(printed) …………………………………………………… 
Signature      Date 
Note: All parties signing the consent section must date their own 
signature. 
Please return this consent form to the student researcher via email or 
post
jmorphet@deakin.edu.au or  
Julia Morphet 
School of Nursing & Midwifery 
PO Box 527 
Frankston, 3199  
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Appendix B 
Deakin University Human Research Ethics Committee approval 
letter 
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Appendix C 
Sample email to participants 
Dear XXXX,
I am an emergency nurse and educator, undertaking my PhD at Deakin University. My 
supervisors are Professor Julie Considine and Professor Bridie Kent. 
My PhD study aims to explore the relationship between transitional support programs 
and emergency nursing professional development and retention. You have been 
invited to participate in this national study because of your role in the education and 
leadership of emergency nurses at XXXX Hospital.  The first phase of this study is an 
online survey which is expected to take 20 minutes to complete (link below). 
Transitional support programs have been defined as a ‘formal program of education 
and clinical support designed to facilitate the transition’ of nurses to a specialty unit 
(Boyle, Butcher, Conyers, Kendrick, MacNamara, & Lang, 2008, p.194).   Aimed at 
recruiting and easing the transition of novice emergency nurses, transition to specialty 
practice programs typically consist of extended orientation, supernumerary time, and 
theoretical preparation including study days or self-directed workbooks. Some also 
include preceptorship or clinical assessments designed to facilitate clinical progression 
of the novice. 
I have ethical approval from Deakin University (Approval # 2012-179) and XXXX 
Hospital (Approval # XXXX) to undertake this study. 
Attached to this email is an Explanatory Statement for this study. Please download 
and read this Explanatory Statement before making your decision about participation 
in the study. If you decide to participate in the interview (Phase two), you will also 
need to download, complete and return the consent form. 
The link below will take you to the online 
survey: http://s.zoomerang.com/s/Educational_resources
Should you have any queries regarding participation in the study, please contact Julia 
Morphet on 03) 9904 4032 or via email: j.morphet@deakin.edu.au
We look forward to your responses, which will help guide future ED educational 
processes, 
Kind regards, 
Julia Morphet 
Professor Julie Considine 
Professor Bridie Kent 
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Appendix D 
Survey of existing resources in ED 
ED & staffing profile 
The following questions are in relation to the ED in which you are 
employed, and nursing staff profile of that ED 
1. What is the name of the hospital that you work at?  
2. How many treatment spaces (staffed by a nurse) have: 
Trolleys 
Chairs 
Other (please specify) 
3. In the last year, what percentage of presentations to your ED were 
paediatric patients (aged less than 16 years)? 
4. What is the nursing full time equivalent (FTE) allocated to your ED? 
5. How many nurses are on your ED roster to meet this FTE? (head count)  
6. How many emergency nurses are Division 1 Registered Nurses? (head 
count) 
7. How many emergency nurses are Enrolled Nurses? (head count) 
8. How many emergency nurses have completed a postgraduate 
qualification in Emergency Nursing or Critical Care? (head count) 
9. How many emergency nurses are employed in the role of Clinical Nurse 
Specialist or Clinical Nurse Consultant? (head count) 
10. How many vacant FTE (full time equivalent) hours were there in the 
emergency nursing roster for the previous three (3) months? 
11. How many new nurses were employed into the ED in the previous 12 
months? (head count) 
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12. Excluding nurses in ‘graduate nurse’ programs, does the ED employ 
nurses with little or no emergency nursing experience? 
Yes    
No    
13. How many nurses resigned from the ED in the previous 12 months? 
(head count) 
14. Does the ED use nurse bank or agency nurses?  
Yes    
No    (Skip logic to end)  
15. In the last week, how many nurse bank staff were required to meet your 
emergency nursing staff needs? (head count) 
16. In the last week, how many agency nurses were required to meet your 
emergency nursing staff needs? (head count) 
If you would be willing to participate in a 20-30 minute interview to 
gather more data about the recruitment, retention and professional 
development of nurses within your ED, please email the researcher with 
your name, employing ED, and a phone number at the following email 
address: ednursingresearch@deakin.edu.au or via this link 
http://ednursingresearch/@deakin.edu.au
Thank you for your time 
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Appendix E 
Survey of education and resources in ED 
Part 1 – ED & staffing profile 
The following questions are in relation to the ED in which you are 
employed, and nursing staff profile of that ED 
1. What is the name of the hospital that you work at?  
2. Excluding nurses in ‘graduate nurse’ program, does the ED employ 
nurses with little or no emergency nursing experience? 
Yes    No 
Part 2 - Transition to specialty practice program 
Transitional Support Programs have been defined as a ‘formal program 
of education and clinical support designed to facilitate the transition’ of 
nurses to a specialty unit (Boyle, Butcher, Conyers, Kendrick, 
MacNamara, & Lang, 2008, p.194).   Aimed at recruiting and easing the 
transition of novice emergency nurses, transition programs typically 
consist of extended orientation, supernumerary time, and theoretical 
preparation including study days or self-directed workbooks. Some also 
include preceptorship or clinical assessments designed to facilitate 
clinical progression of the novice. 
The following questions will focus on transitional support programs in 
the ED 
3. Does your ED belong to a health service which facilitates a transitional 
support program? 
Yes    No  (skip logic to Question 28)
4. Does your ED facilitate a transitional support program? 
Yes    No  (skip logic, to Question 28). 
5. What year was the transitional support program introduced to your ED?  
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6. What are the aims of your transitional support program?  
7. Was an educational theory or framework used to inform the design or 
content of your transitional support program? 
Yes    No  (skip logic to Question 9) 
8. Please describe the educational theory or framework that was used to 
inform the design or content of your transitional support program. 
9. Who is responsible for coordinating your emergency nursing 
transitional support program? (Tick all that apply) 
Registered Nurse / Level 2 / Clinical Nurse         
Clinical Nurse Specialist / Clinical Nurse Consultant               
Nurse Educator                         
Nurse Unit Manager   
Assoc Nurse Unit Manager / Shift Coordinator / Shift Leader 
Nurse Practitioner / Candidate / Transitional  
Clinical Coach / Clinical Support / Resource Nurse  
Other, please specify 
10. Who delivers your emergency nursing transitional support program? 
(Tick all that apply) 
Registered Nurse / Level 2 / Clinical Nurse         
Clinical Nurse Specialist / Clinical Nurse Consultant 
Nurse Educator                   
Nurse Unit Manager   
Assoc Nurse Unit Manager / Shift Coordinator / Shift Leader 
Nurse Practitioner / Candidate / Transitional  
Clinical Coach / Clinical Support / Resource Nurse  
Other, please specify 
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11. Does your Transitional Support Program provide clinical support 
(supervised practice) for participants? 
12. Who delivers the clinical support in your emergency nursing 
transitional support program? (Tick all that apply) 
Registered Nurse / Level 2 / Clinical Nurse         
Clinical Nurse Specialist / Clinical Nurse Consultant 
Nurse Educator                   
Nurse Unit Manager   
Assoc Nurse Unit Manager / Shift Coordinator / Shift Leader 
Nurse Practitioner / Candidate / Transitional  
Clinical Coach / Clinical Support / Resource Nurse  
Other, please specify 
13. Who are the target participants? (Tick all that apply) 
Graduate nurses (first year of clinical practice)    
Inexperienced Registered Nurses (1-2 years qualified) 
Experienced Registered Nurses from other areas of the hospital 
(2 years + post registration) 
Other (please specify) 
14. On average, how many transitional support program intakes are 
conducted each year? 
15. On average, how many participants per intake are there? (head count) 
16. What is the average duration of your transitional support program? 
Months _______  Years _________ 
17. How many study days are there per program? 
18. Are participants paid to attend the study days? 
Yes    No 
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19. Please indicate what content is covered in the study days (tick all that 
apply) 
Adult assessment             Paediatric assessment  
Basic Life Support (BLS)   Advanced Life Support (ALS)  
Cardiac emergencies    Chest pain management  
Communication    ECG interpretation  
Endocrine emergencies   GIT emergencies  
Gynaecological & Obstetric emergencies  
Integumentary emergencies   Legal & ethical issues  
Mental health emergencies   Musculoskeletal emergencies  
Neurological emergencies   Pain management 
Pharmacology    Quality and safety 
Renal emergencies    Respiratory emergencies  
Shock states     Trauma management  
Triage      Other: please specify 
20. What is the duration of the orientation period for transitional support 
program participants? (Days or hours) 
21. On average, how many supernumerary shifts are participants given? 
(days or hours, excluding orientation time) 
22. On average, how many clinical support / supported / supervised shifts 
are provided per participant during the transitional support program? 
(days or hours, excluding orientation & supernumerary time) 
23. What is the minimum FTE (full time equivalent) for participants in the 
transitional support program? 
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24. Does the transitional support program: (please tick all that apply) 
Assign participants a preceptor?     
Assign participants a mentor? 
Set clinical progression goals for participants? 
Use self-directed workbooks?     
Use assessment tools? 
Use competency assessments?     
Use written assessments?     
Provide a certificate on completion? 
25. How many nurses currently working in the ED have completed the 
transitional support program in your ED? (head count) 
26. Is the transitional support program credited toward tertiary (post-
graduate) study? 
Yes     No    (skip to question 28)
27. What tertiary credit is awarded to students who complete the 
transitional support program? 
1 unit (subject)     2 units (subjects) 
3 units (subjects)    4 units (subjects) 
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Part 3 – Nursing Staff Education 
The following section will focus on the education and resources 
available within the ED 
28. Does your ED have a nursing position that is responsible for education? 
Yes     No  (skip to question 32) 
29. What award classification is this position? (Tick all that apply) 
Registered Nurse / Level 2 / Clinical Nurse         
Clinical Nurse Specialist / Clinical Nurse Consultant               
Nurse Educator                          
Nurse Unit Manager   
Associate Nurse Unit Manager 
Nurse practitioner / Candidate / Transitional  
Clinical Coach / Clinical Support / Resource Nurse  
30. Is the education position supernumerary? 
Yes     No    
31. What is the FTE (full time equivalent) allocated to the education in the 
ED? 
32. Describe how you ensure that nurses in your ED can provide ‘safe and 
effective’ nursing care (e.g. competencies, subjective cues, audit, 
incident monitoring) 
33. Do all new nurses have access to: (Tick all that apply) 
a. ED orientation?         Yes             No    
b. Continuing educational support?         Yes             No    
c. Ongoing competency development?     Yes             No    
34. Excluding a transitional support program, please describe the 
educational programs / strategies available within your ED to facilitate 
continuing professional development of nurses 
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35. What education facilities are available to your ED staff? (Tick all that 
apply) 
Lecture theatre within the ED 
Lecture theatre within the hospital     
Tutorial room within the ED      
Tutorial room within the hospital  
Library      
Librarian  
Internet     
Intranet     
Access to current emergency nursing texts / journals     
Online learning packages 
Local printed materials 
None 
Other, please specify    
36. What distance education resources are available to emergency nurses 
in your ED? (Tick all that apply) 
Video conference       Internet      
Intranet         Teleconference      
None       Other, please specify 
37. What postgraduate emergency nursing courses are available to nurses 
in your ED?  
Hospital based        College of Nursing   
University        Other, please specify 
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If you would be willing to participate in a 20-30 minute interview to 
gather more data about the recruitment, retention and professional 
development of nurses within your ED, please email the researcher with 
your name, employing ED, and a phone number at the following email 
address: ednursingresearch@deakin.edu.au  or via this link  
http://ednursingresearch/@deakin.edu.au
Thank you for your time 
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Appendix F 
Demographic data for paired EDs with and without TSPPs 
Pair 
No.
TSPP 
offered 
ED 
No.
Peer Group Regional 
area 
2011-12 
presentations*
Pair 1 TSPP 74 Principal referral Major city 69,951 
No TSPP 93 Principal referral Major city 73,872 
Pair 2 TSPP 100 Principal referral Major city 64,622 
No TSPP 94 Principal referral Major city 65,974 
Pair 3 TSPP 27 Principal referral Major city 64,654 
No TSPP 90 Principal referral Major city 63,869 
Pair 4 TSPP 38 Principal referral Major city 63,195 
No TSPP 97 Principal referral Major city 62,190 
Pair 5 TSPP 12 Principal referral Major city 59,702 
No TSPP 118 Principal referral Major city 56,333 
Pair 6 TSPP 34 Principal referral Major city 56,935 
No TSPP 39 Principal referral Major city 56,286 
Pair 7 TSPP 80 Principal referral Major city 55,430 
No TSPP 45 Principal referral Major city 56,636 
Pair 8 TSPP 15 Principal referral Inner regional 44,964 
No TSPP 21 Principal referral Inner regional 44,641 
Pair 9 TSPP 37 Large metropolitan Major city 32,827 
No TSPP 96 Large metropolitan Major city 32,560 
Pair 
10 
TSPP 20 Large regional & remote Inner regional 34,313 
No TSPP 2 Large regional & remote Inner regional 32,078 
Pair 
11 
TSPP 99 Large regional & remote Outer regional 25,646 
No TSPP 72 Large regional & remote Outer regional 27,075 
Pair 
12 
TSPP 47 Large regional & remote Inner regional 20,706 
No TSPP 112 Large regional & remote Inner regional 20,591 
Pair 
13 
TSPP 41 Medium metropolitan & 
rural
Outer regional 29,531 
No TSPP 55 Medium metropolitan & 
rural
Outer regional 27,132 
Pair 
14 
TSPP 95 Medium metropolitan & 
rural
Major city 25,281 
No TSPP 13 Medium metropolitan & 
rural
Major city 24,711 
Pair 
15 
TSPP 57 Medium metropolitan & 
rural
Inner regional 20,677 
No TSPP 69 Medium metropolitan & 
rural
Inner regional 22,797 
Pair 
16 
TSPP 17 Medium metropolitan & 
rural
Inner regional 17,403 
No TSPP 31 Medium metropolitan & 
rural
Inner regional 17,930 
Pair 
17 
TSPP 48 Medium metropolitan & 
rural
Outer regional 18,721 
No TSPP 18 Medium metropolitan & 
rural
Outer regional 19,067 
Pair 
18 
TSPP 7 Medium metropolitan & 
rural
Inner regional 14,787 
No TSPP 36 Medium metropolitan & 
rural
Inner regional 16,235 
     
Note. TSPP = Transition to Specialty Practice Program. 
*Data sourced from the MyHospitals website (National Health Performance 
Authority, 2013) 
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Appendix G 
Template for Curriculum Document Analysis  
TSPP site: ___________________________ 
Year TSPP was introduced  
TSPP aims  
Target participants 
o Graduate nurses 
o Inexperienced RNs (1-2 years qualified) 
o Experienced RNs 
o Other (specify) 
Theoretical framework underpinning TSPP  
Duration of TSPP  
Mode of TSPP delivery  
o self-directed 
o didactic 
o blended (mix of self-directed and didactic 
TSPP content 
o Adult assessment  
o Paediatric assessment  
o Basic Life Support (BLS)  
o Advanced Life Support (ALS)  
o Cardiac emergencies  
o Chest pain management  
o Communication 
o ECG interpretation  
o Endocrine emergencies 
o GIT emergencies  
o Gynae & Obstetric emergencies  
o Integumentary emergencies  
o Legal & ethical issues  
o Mental health emergencies  
o Musculoskeletal emergencies  
o Neurological emergencies  
o Pain management 
o Pharmacology 
o Quality and safety 
o Renal emergencies  
o Respiratory emergencies  
o Shock states  
o Trauma management  
o Triage  
o Other: (specify) 
Articulation to postgraduate study  
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Appendix H 
Interview Template 
Demographic questions
1. What ED do you work in? 
2. What is your current position in the ED? 
3. How long have you held that position? 
4. What educational preparation have you completed to work in ED?  
Professional Development 
5. What are the challenges associated with having novice emergency 
nurses in the ED? 
6. What is the process for nurses to progress clinically within the ED? 
7. How important are clinical assessments in the preparation of novice 
emergency nurses? 
8. Why do you / don’t you facilitate a TSPP in your ED?  
If you have a TSPP within the ED,  
9. Where does the TSPP ‘fit’ in emergency nursing recruitment when the 
roster is full? 
10. How does the retention of participants from the TSPP compare with the 
retention of other novice emergency nurses? 
11. What level of professional practice / development is expected of TSPP 
participants when they complete the program? 
12. Who made the decision re the end point for the TSPP, and how was it 
decided? 
13. If resus or higher (end point of TSPP) how confident are you that TSPP 
participants have the knowledge to safely care for complex patients? 
14. Have you observed any changes to the professional development of 
nurses since the introduction of TSPP in your ED? 
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15. Have you noticed a change to the workload for the ED educators? 
16. It has been suggested by some managers, that the TSP actually makes 
the workload easier for Nurse Educators, because the participants 
move at a structured pace, and are taught bulk content in a single act, 
rather than repeated. What do you think about that? 
17. How does the TSPP relate to postgraduate study? 
18. If funding were reduced to TSPPs, what are the essential elements 
which must be maintained? 
19. What challenges would the ED face if the organisation ceased funding 
the TSPP 
Prompt: recruitment, retention, professional development plans. Has 
your organisation tried to rationalise (cut) the TSPP? 
20. What are the challenges associated with TSPPs? 
21. How do you perceive the TSPP in relation to: 
a. The organisation 
b. The participants 
c. The patients 
d. ED colleagues 
If you don’t have a TSPP within the ED,  
22. How are novice ED nurses supported in your ED? 
23. At what stage do you expect emergency nurses to undertake 
postgraduate study? 
24. If working in resuscitation or higher pre postgraduate study, how 
confident are you that nurses have the knowledge to enable them to 
safely care for complex patients? 
25. What impact does having novice emergency nurses have to the 
educator workload? 
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All participants 
26. If you had your perfect ED, what would you like to do to support novice 
emergency nurses? 
27. For each of the following content areas, please indicate if it is 
‘Necessary’, ‘Nice to Have’, or ‘Unnecessary’. 
Content Necessary Nice to 
have
Unnecessary Comments
Adult assessment     
Advanced Life 
Support
    
Basic Life Support     
Cardiac 
emergencies
    
Chest pain 
management
    
Communication     
Critical thinking     
ECG interpretation     
Endocrine 
emergencies
    
Gastrointestinal 
emergencies
    
Gynaecological 
emergencies
    
Legal & ethical 
issues
    
Mental health 
emergencies
    
Neurological 
emergencies
    
Paediatric 
assessment
    
Pain management     
Pharmacology     
Quality & Safety     
Renal emergencies
Respiratory 
emergencies
    
Shock     
Trauma
Triage     

NSW & Queensland participants only 
28. In your opinion, was the state-wide TSPP imposed?  
29. Did those developing the program check the state-wide TSPP would 
meet the needs of participants? 
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Appendix I 
Example of qualitative data analysis; coding and themes 
THEME CODES DATA  
Financing emergency nursing TSPPs  
 Costs associated with 
TSPP – supernumerary 
time
“Supernumerary time is something else I kind of 
wear within the budget” (Interview 13, NUM, 
p.11)   
 Funding provided for TSPP “There’s a deviation between what you want, 
what’s expected, and what’s actually funded” 
(Interview 4, p.6). 
  “Hospital executive only want to pay for the 
here and now.  So engaging the organisation in 
ongoing funding of staff support programs 
versus the provision of direct care is the battle 
that I can think of regards to education and 
traditional programs”. (Interview 4, NUM, p.7) 
  “What happens in your budget build is that even 
though every one of the nurses you employ is 
entitled to x amount of study days … your 
budget’s never built to support that … So you 
don’t quite get everything that you’ve budgeted 
for even though I’ve got 141 staff that are all 
entitled to anywhere from between one and five 
study days, I don’t have enough money in my 
budget to have them all go off and do that” 
(Interview 3, NUM, p.14) 
 Managers see the value of 
the TSPP in terms of 
recruiting larger numbers, 
and ensuring participants 
are safe. 
 “I very much advocate for the TSP program … 
but to manage that [TSP study days] in your 
budget [is difficult] so, I probably advocate to 
slightly decrease the program in terms of the 
study day content … that means I can put more 
[participants] through (Interview 3, NUM, p.13) 
 Juggling the budget and 
manipulating the books 
“You always have to be mindful … it’s not as 
simple as saying ‘well they’re only technically 
only getting two extra’ [study days]. (Interview 
3, NUM, p.14) “I borrow from other bits in my 
budget to make it all work” (Interview 3, NUM, 
p.15).   
  “there are other staff that work here that don’t 
ever apply for anything, don’t want to go to 
anything, never ask to go to anything, so their 
hours of study leave are there I guess to be 
used”. (Interview 6, CNE, p.12) 
  “we probably all manipulate it a little bit and play 
around with it.  For me to acquire my 
supernumerary days for my new staff, I will 
actually work on the floor when I’m actually 
allocated to be in my office all the time, but I 
actually go and do floor work so that that frees 
up a day for me, so I just balance it out of the 
budget.  So yeah, it’s a big problem.  That’s the 
only way we can address it, is to sort of cheat 
the books a little bit.” (Interview 9, NUM, p.2) 
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Appendix J 
Emergency department presentations & treatment spaces; 
principal referral peer group (n = 60) 
ED 
Number 
Stat
e
Regional 
Area 
2011-12 
presentations* 
No. of ED treatment 
spaces 
44 QLD Major city 117737 39 
93 WA Major city 73872 53 
89 SA Major city 70048 69 
74 VIC Major city 69951 61 
54 NSW Major city 68966 40 
9 VIC Major city 67733 48 
107 QLD Outer 66968 53 
106 VIC Major city 66013 41 
94 NSW Major city 65974 31 
61 QLD Major city 65098 42 
27 ACT Major city 64654 49 
100 NSW Major city 64622 DNA 
90 NT Outer 63869 47 
38 SA Major city 63195 DNA 
103 VIC Major city 62847 48 
97 WA Major city 62190 DNA 
62 SA Major city 60230 60 
12 VIC Major city 59702 33 
92 VIC Major city 59627 31 
115 NSW Major city 57965 51 
34 VIC Major city 56935 41 
3 VIC Major city 56717 DNA 
45 NSW Major city 56636 45 
118 NSW Major city 56333 21 
39 VIC Major city 56286 44 
86 QLD Major city 56059 27 
40 WA Major city 55667 45 
26 NSW Major city 55639 DNA 
80 NSW Major city 55430 40 
84 QLD Major city 54920 DNA 
24 ACT Major city 53650 21 
68 VIC Major city 51451 31 
117 NSW Major city 51428 DNA 
10 VIC Inner regional 50302 DNA 
91 TAS Inner regional 47992 42 
22 QLD Inner regional 47026 DNA 
21 QLD Inner regional 46641 28 
35 VIC Major city 46640 42 
88 QLD Inner regional 46288 DNA 
11 NSW Major city 45832 DNA 
63 QLD Outer 45285 28 
83 NSW Major city 45258 40 
15 VIC Inner regional 44964 28 
110 QLD Inner regional 43787 DNA 
102 NSW Major city 42495 37 
4 NT Remote 41716 20 
101 VIC Major city 41405 DNA 
79 QLD Inner regional 41316 DNA 
58 TAS Inner regional 40926 33 
105 NSW Inner regional 39697 25 
108 NSW Major city 39559 35 
70 QLD Major city 36254 37 
16 NSW Major city 35719 38 
114 VIC Major city 35101 42 
33 NSW Major city 34645 DNA 
111 NSW Inner regional 33487 DNA 
32 NSW Inner regional 32833 27 
43 VIC Inner regional 31449 DNA 
59 NSW Inner regional 28433 DNA 
67 NSW Inner regional 24651 DNA 
Note. QLD = Queensland; WA = Western Australia; SA = South Australia; VIC = Victoria; NSW = New 
South Wales; ACT = Australian Capital Territory; DNA = data not available; NT = Northern Territory; TAS = 
Tasmania.  
* Data sourced from the MyHospitals website (National Health Performance Authority, 2013). 
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Appendix K 
Emergency department presentations and treatment spaces; large 
metropolitan peer group (n = 14) 
ED
Number 
State Regional Area 2011-12 
presentations* 
No. of ED 
treatment 
spaces
6 WA Major city 57,860 29 
29 VIC Major city 48,349 31 
87 QLD Major city 47,189 31 
64 NSW Major city 43,492 DNA 
5 VIC Major city 40,277 36 
85 QLD Major city 36,294 19 
28 NSW Major city 35,840 22 
113 VIC Major city 34,326 13 
37 NSW Major city 32,827 20 
52 NSW Major city 32,664 DNA 
96 VIC Major city 32,560 DNA 
66 NSW Major city 29,147 DNA 
8 NSW Major city 24,692 26 
65 NSW Major city 23,639 DNA 
Note. WA = Western Australia; VIC = Victoria; QLD = Queensland; NSW = New 
South Wales; DNA = data not available.  
* Data sourced from the MyHospitals website (National Health Performance 
Authority, 2013)

420 
Appendix L 
Emergency department presentations and treatment spaces; large 
regional and remote peer group (n = 14) 
ED
Number 
State Regional Area 2011-12 
presentations* 
No. of ED 
treatment spaces 
51 QLD Inner regional 36,532 18 
20 WA Inner regional 34,313 DNA 
76 QLD Remote 32,162 15 
2 NSW Inner regional 32,078 DNA 
72 VIC Outer regional 27,075 DNA 
99 VIC Outer regional 25,646 DNA 
1 WA Outer regional 24,079 10 
14 NSW Inner regional 23,552 DNA 
82 TAS Outer regional 23,018 DNA 
47 NSW Inner regional 20,706 18 
112 VIC Inner regional 20,591 12 
30 VIC Inner regional 16,495 9 
116 VIC Outer regional 14,195 10 
73 NSW Inner regional 13,574 11 
Note. QLD = Queensland; WA = Western Australia; DNA = data not available; 
NSW = New South Wales; VIC = Victoria; TAS = Tasmania. 
* Data sourced from the MyHospitals website (National Health Performance 
Authority, 2013). 

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Appendix M 
Emergency department presentations and treatment spaces; 
medium metropolitan and rural peer group (n = 24) 
ED
Number 
State Regional Area 2011-12 
presentations* 
No. of ED 
treatment spaces 
81 SA Major city 43,452 33 
77 NSW Major city 31,603 25 
41 WA Outer regional 29,531 10 
42 QLD Inner regional 28,033 15 
55 WA Outer regional 27,132 16 
95 NSW Major city 25,281 DNA 
13 NSW Major city 24,711 DNA 
23 QLD Inner regional 24,473 25 
71 TAS Outer regional 24,062 21 
69 QLD Inner regional 22,797 12 
57 NSW Inner regional 20,677 DNA 
18 NSW Outer regional 19,067 DNA 
48 NSW Outer regional 18,721 15 
17 NSW Inner regional 17,403 12 
36 VIC Inner regional 16,235 10 
7 NSW Inner regional 14,787 DNA 
78 NSW Inner regional 13,978 7 
104 VIC Outer regional 13,281 6 
31 NSW Inner regional 17,930 DNA 
60 NSW Inner regional 12,336 DNA 
98 NSW Inner regional 12,201 3 
53 NSW Outer regional 9,659 DNA 
75 NSW Outer regional 8,209 DNA 
50 VIC Inner regional 6,306 6 
Note. SA = South Australia; NSW = New South Wales; WA = Western Australia; 
QLD = Queensland, DNA = data not available; TAS = Tasmania; VIC = Victoria.  
* Data sourced from the MyHospitals website (National Health Performance 
Authority, 2013) 

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Appendix N 
Emergency department presentations and treatment spaces; small 
rural and remote peer group (n = 6) 
ED
Number 
State Regional Area 2011-12 
presentations* 
No. of ED 
treatment spaces 
19 WA Remote 21,069 13 
56 NT Remote 14,311 8 
25 NSW Major city 12,179 DNA 
109 NSW Inner regional 11,199 DNA 
49 NSW Outer Regional 10,449 DNA 
46 NT Very remote 7,576 6 
Note. WA = Western Australia; NT = Northern Territory; NSW = New South Wales; 
DNA = data not available.  
*Data sourced from the MyHospitals website (National Health Performance 
Authority, 2013). 
